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Washington, DC 20585 ~AN BY: —------

December 6, 1995
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Honorable John T. Conway .TXT __ —.. .—

Chairman
Defense Nuclear Facilities Safety Board
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Washington, D.C. 20004

Dear “Mr. Chairman:

SAVE: TFG:
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The November 1995 deliverables called for in the Department’s Implementation Plan

for Defense Nuclear Facilities Safety Board Recommendation 944 are enclosed. A list
of the deliverables is provided as enclosure 1 to this letter. Included in the Enclosures

are the assessment reports covering Criticality Safety Approvals (CSAs)/Operational

Safety Requirements (OSRS) (Task 2) and Conduct of Operations (Task 4). Both of
these assessments correctly point out that change in the safety culture at Y-12 is

incomplete; however, this should not be unexpected given the experience at Rocky

Flats, Pantex, and other sites within the complex. Both assessments also correctly
point out that operations in the “resumed facilities” are being conducted safely. This
has been the result of effective improvements and implementation of CSAS, OSRS, and
conduct of operations coupled with effective mentoring and compensatory measures.

The Commitment 5.1, Office of Environment, Safety and Health (EH) training evaluation

plan, and the Commitment 5.2 report evaluating EH personnel have been fowvarded
separately.

K you have any questions, please contact me or have your staff contact Phil Aiken of
my staff at (301 ) 903+513.

=L.,
Thomas P. Seitz

Acting Deputy Assistant Secretary for

Military Applications and

Stockpile Support
Defense Programs

5 Enclosures

cc w/enclosures:
M. Whitaker, EH-9
D. Leclaire, DP-30

@
Printed wnh soy ink m rwyc!ed papa



Enclosure 1:

This list of deliverables.

Enclosure 2:

Commitment 2.2, the Department’s assessment report on the adequacy of Lockheed
MartirI Energy Services, Inc. (LMES) Criticality Safety Approvals (CSA) and
Operational Safety Requirements (OSR) associated with nuclear operations at the
Y-1 2 Plant.

Enclosure 3:

Commitment 3.2, the LMES evaluation of its criticality safety program.

Enclosure 4:

Commitment 4.2, the conduct of operations assessment reports for separate’
evaluations of LMES conduct of operations implementation and the Department’s
conduct of operations oversight and support.

Enclosure 5:

The final deliverable of Commitment N.4.2 for the Receipt, Storage, and Shipment
(RSS) mission area, the LMES closure validation report associated with the restart
of RSS.
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EXECUTIVE SUMMARY

This report presents the results of an
evaluation of nuclear m“ticality safety at the
Depafiment of Energy’s (DOE) Y-12 Plant at
Oak Ridge, Tennessee. The evaluation was
conduoted by DOE Headquafier’s Office of
Defense Programs and Oftice of Environment,
Safety and Health. It focused on the
implementation of administrative controls to
prevent nuclear criticality accidents. The
evaluation was the first of two on-site
assessments of criticality safety at Y-12. A
second evaluation will focus on the overall
criticality safety program at Y-12 including
training, organization and staffing, analysis
methodology, its effectiveness, and the
program’s interfaces with other organizational
elements at Y-12. The second assessment
will be conducted earty next year.

This evaluation is part of DOE’s
implementation plan for Defense Nuclear
Facilities Safety Board Recommendation 944.
That recommendation highlighted deficiencies
in the criticalitysafety program, specifically the
adequa~ of Operational Safety Requirements
(OSRS) and Criticality Safety Approvals
(CSAS) ak well as the contractors compliance
with those requirements. Other portions of the
DOE implementation plan include evaluations
of the technical competence of DOE and
contmctor employees, and evaluation of DOE
and contractor employees’ adherence to the
conduct of operations requirements for DOE
nuclear facilities. These evaluations are
intended to ensure that the contractor and
DOE have identified and institutionalized the
required program improvements and safety
culture changes.

The resumed facilities are operating safely.
Many self improvement plans exist to upgrade
operations in other facilities. Operations in
resumed facilities are being cam”ed out using
the best operators who have been trained and
are being continuously mentored and
coached. Despite these positive steps and
indicators, many of the weaknesses identified
in Recommendation 944 are still evident at
the Y-f2 Plant. The safety culture change is
incomplete. Some pockets of success are
evident, Iargety in the resumed operations, but
strict compliance with procedures is not
universal. Team members witnessed a CSA
infraction that indicated that operations
personnel were not complying with
requirements. Although site personnel have

shown a willingness to ccmect the causes of
these deficiencies, they have not fully
demonstrated significant programmatic
improvements concerning OSRS and CSAS.
Y-1 2 has not yet institutionalized the needed
program improvements and safety culture
changes needed to ensure an acceptable
level of safety in all facilities.

This evaluation found that Y-12’s approach to
nuclear criticality safety, using CSAS, is
cumbersome and susceptible to failure. In
contrast to other portions of the DOE complex,
Y-12’s system is not operator friendly and is
difticult to implement. The site personnel
complied with and understood the oontrols in
place (i.e., OSRS) despite problems identified
with the implementation of OSRS with respect
to criticalitysafety. However, as staff turnover
increases and experience levels decrease, the
possibility of criticality safety infractions and
violations will increase unless further
compensatory measures are implemented.
Further, the controls in plaoe are not cleariy
founded in safety analysis (i.e., the safety
bases for site and facility operations). Y-12
has not fully implemented the lessons learned
and root cause programs, mainstays of
improving opemtions based on past mistakes.

This evaluation identified several nucJear
facilities that did not have a safety
authorization basis as required by DOE
5480.23. Other Y-12 facilities rely on out-of-
date SARS to establish the facility safety
basis. This failure to establish a systematic
analyses and hazards review may result in a
poorly defined safety envelope, leading to
violations of OSRS and other DOE
requirements. The oontraotor does have a
multi-year SAR implementation plan.
However, the 10-year schedule will not
provide for the timely development of facility
OSRS based on updated SARS.

The evaluation noted similar deficiencies in
the facilities’ approach to CSAS. The oument
practice at Y-12 does not always identify the
aitidii safety limits in the CSAS and seldom
identifies them in the postin s used by

toperations personnel. P*Fire Ians, CSAs
and Nuclear Criticality Safety Analyses
(NCSAS) do not identify allmoderation control
areas. Absent dear CSAs on the use of water
to fight fires, criticality am-dents could result,
CSAs should coverall potential situations (i.e.,
normal and accident conditions).

iii
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1.0 BACKGROUND

On September 22, 1994, while obsetving
operations at the Oak Ridge Y-12 Plant, the
Defense NucJear Facilities Safety Board
(DNFSB) noted a rendition where fissile
material was being stored in an array w“thout
the required criticality safety approval
documentation. The Department of Energy
(DOE) and contractor staff failed to take the
comective actions mandated by the
contmctors procedures. Subsequently, the
DNFSB issued Recommendation 94-4,
Defiaencies in the Qiticality Safety at the Oak
Ridge Y-12 Plant. That Recommendation
cited weaknesses in operator discipline,
criticality safety programs including
procedures, and the adequacy of DOE and
contmctor experience, tmining and
performance. In February 1995 the
Department issued The Department of Energy
Implementation Plan for Det%se Nuclear
Facility Safety Board Recommendation 944,
~ficienaes in the Cdticality Safety at the Oak
Ridge Y-12 P/ant. The plan contained eight
tasks that the DOE and the operating
contractor would perform to correct the noted
safety deficiencies. Once completed, these
eight actions were to be validated through a
formal DOE 5480.31 restart process,

The following tasks were identified as pad of
the Implementation Plan:

● Task l-Organuation
● Task 2-CSA/OSRs
“ Task =riticaiity Safety
● Task 4-Conduct of Operations
● Task 5-Technical Competence
● Task 8-CorrectNe Actions
● Task 7-Repofi”ng Requirements
● Task 8-Change Control

This assessment (Task 2) was an
independent review by DOE to determine if
Lockheed Martin Energy Systems, the
management and operating contractor for Y-
12, effectively implemented the corrective
actions from prior evaluations regarding CSAS
and OSRS to prevent criticality accidents.

2.0 INTRODUCTION

The Office of Defense Progmms (DP) and the
CMce of Environment, Safety and Health (EH)
performed an assessment of the Oak Ridge Y-
12 Plant October 18-25, 1995, according to
the “CriticalitySafety Assessment Progmm for
Defense Nuclear Facilities Safety Board
Recommendation 94-4, Deficiencies in
Criticality Safety at Oak Ridge Y-12 Plant,”
Revision 1, October 1995. The assessment
team was comprised of DOE technical
experts, senior Management and Opemtions
(MAO) contractors and highly-qualified
consultants, experts in criticality safety,
operational safety requirements, and
operations. The team’s biographies are
included as Appendix A. Two members of the
DNFSB staff obsewed the team’s activities.
The assessment focused on the site’s
implementation of Criticality Safety Approvals
(CSAs) and Operational Safety Requirements
(OSRS) as well as safety significant
procedures.

A formal assessment plan and protocol was
developad, The Criticality Safety Assessment
Progmm for Defense Nuctear Facilities Safety
Board Recommendation 94-4, by a team of
criticality safety engineers and subjected to a
formal peer review. The assessment program
plan set out the performance objectives,
review criteria, approaches and expectations
that were used. Upon finalization, the plan
was forwarded to the DNFSB in advance of

1
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the assessment. The major areas to be
assessed were OSRS, CSAS, root oause
analysis programs, and lessons learned
programs.

3.0 CONDUCT OF THE ASSESSMENT

The assessment team petionned walkdowns,
observed evolutions in the facilities,
intewiewed a cross section of DOE and
contractor personnel, and reviewed pertinent
dowmentation. The team requested that the
site perform a critioalii safety evacuation drill,
and the drill was obsetved. The team also
obsetved other major evolutions inchding
preparation for shipping of “Sapphire” material
and a mockup intra-plant movement of fissiie
material. The team did not observe the actual
intra-plant shipment because it was delayed
due to a lack of readiness. Minor evolutions
(suoh as sumeillances) all involved CSAS.
The assessment team members evaluated
their assigned performance objectives by
pursuing suggested lines of inquity at a
representative sample of the facilities at Y-12.
l%e sample included:

MISSION BUILDINGS

Receipt, Shipment, and 9204-4
Storage (RSS) of 9720-5
Uranium ~ 9998

9204-2E

Y-12 Disassembly and 9204-2E
Assembly Operations 9204-2

Y-12 Quality Evaluation 9204-4
Operations

Y-12 Enriched Uranium 9720-32
(EU) Operations 9720-33

9723-25
9212
9995
9215
9208

Team members dowmented their activities
daity and presented their issues and the basis
for their issues on Form 2s’ (included in the
report as Append”~ B). These issues formed
the basis for this report.

During the assessment, the team gathered
each evening to diswss the day’s events,
raise and diswss issues, and prepare for the
subsequent meeting with site personnel. That
meeting was used to bring the issues into the
open and to validate them, as well as to
present team requests and to diswss the
following day’s logistics. The team leaders
held a morning meeting with both DOE Site
Offioe and contmctor senior management to
address significant daily issues.

At the oondusion of the assessment, the team
provided the site with a copy of all Form 2s’
and requested site personnel to comment
upon or unconditionally aocept the Form 2s’
and return them to the team leaders.
Form l’s-which document the individual
team members’ daily activities and were used
to develop the issues, oondusions, and
recommendations-are not included in the
raport. They are available to those wishing to
tmca any specific issue to its source.

4.0 SUMMARY OF RESULTS

The assessment team categorized issues
using a consensus approach and the following
definitions.

Finding-A statement of faot aowmenting a
deviation from an applicable Fedeml law, DOE
Order, standard, safety requirement, or
approved procedure. An issue oan also be
categorized as a finding if the ●ssessment
criteria as set forth in the Assessment
Progmm has not been met.

Concern-Any situation while not in violation
of any written procedure, in the judgment of
the assessment team member indicates less
than optimal perfofmanoe and oould be the
indicator of more serious problems.

Observation-Any situation while not in
violation of any written pmoedure or
requirement, in the judgment of the
assessment teem member is worthy of mising
to the attention of site management in order to
enhanoe overall performance.
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the assessment. The major areas to be
assessed were OSRS, CSAS, mot cause
analysis programs, and lessons learned
pmgmms.

3.0 CONDUCT OF THE ASSESSMENT

The assessment team petiormed waikdowns,
observed evolutions in the facilities,
intewiewed a cross section of DOE and
contmctor personnel, and reviewed petiinent
documentation. The team requested that the
site perfomna uiticality safety evacuation drill,
and the drill was observed. The team also
obsefved other major evolutions inchding
preparation for shipping of ‘Sapphire” material
and a mockup intro-plant movement of fissile
material. The team did not obsewe the actual
intra-plant shipment because it was delayed
due to a lack of readiness, Minor evolutions
(such as surveillances) all involved CSAS.
The assessment team members evaluated
their assigned performance objectives by
pursuing suggested lines of inqui~ at a
rewesentative samole of the facilities at Y-12.
T6e sample included:

MISSION ‘ BUILDINGS

Receipt, Shipment, and 9204-4
Stomge (RSS) of 9720-5
Uranium ~ 9998

9204-2E

Y-12 Disassembly and 9204-2E
Assembly Opemtions 9204-2

Y-12 Quality Evaluation 9204-4
Opemtions

Y-12 Enriched Uranium 9720-32
(EU) Opemtions 9720-33

9723-25
9212
9995
9215
9208

Team members documented their activities
daily and presented their issues and the basis
for their issues on FonrI 2s’ (included in the
repoti as Appendix B). These issues formed
the basis for this repoti.

During the assessment, the team gathered
each evening to discuss the day’s events,
mise and discuss issues, and prepare for the
subsequent meeting with site personnel. That
meeting was used to bring the issues into the
open and to validate them, as well as to
present team requests and to discuss the
following day’s logistics. The team leaders
held a morning meeting with both DOE Site
OffIce and contractor senior management to
address significant daily issues.

At the conclusion of the assessment, the team
provided the site with a copy of ail FonrI 2s’
and requested site personnel to comment
upon or unconditionally accept the Form 2s’
and return them to the team leaders.
Form l’s-which document the individual-
team members’ daily activities and were used
to develop the issues, conclusions, and
recommendations+we not inctuded in the
report. They are available to those wishing to
tmce any specific issue to its source.

4.0 SUMMARY OF RESULTS

The assessment team categorized issues
using a consensus approach and the following
definitions.

Finding-A statement of fact documenting a
deviation fmm an applicable Fedeml law, DOE
Order, standard, safety requirement, or
approved procedure. An issue can also be
categorized as a finding if the assessment
criteria as set forth in the Assessment
Progmm has not been met.

Concetiny situation while not in violation
of any written procedure, in the judgment of
the assessment team member indicates less
than optimal performance and could be the
indicator of more serious problems.

Obsemtio+y situation while not in
violation of any written procedure or
requirement, in the judgment of the
assessment team member is worthy of mising
to the attention of site management in onler to
enhance ovemll perforrnanoe.
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Y-12 Facilites Evaluated During Task 2

Notewotihy Practice-Practi*s that are ●

notable and will have general application to
other DOE facilities for the improvement of
overall safety or performance.

The assessment team reviewed the results of
previous readiness assessments, contractor
evaluations, corrective action plans, and
closure documentation. It also interviewed
various DOE Site Office and contractor
employees. Based on those reviews and ●

intewiews and their relationship to the criteria
and expectations of this peflormance
objective, the assessment team established
the followingtwelve Findings, three Conoems, ●

and seven Obsewations:

Findings

Deficiencies were observed with (1)
safety analysisand authorization bases to
support safety and other impottant
programs throughout Y-12, (2) the clarity
of safety basis for newty approved OSRS,
(3) the quality of OSRS for EU
Operations, and (4) the implementation of
OSRS with respect to criticality safety.
(F-09)

OSRS or Teohnical Safety Requirements
(TSRS) have not been approved for
Buildings 9720-33 and 9995. (F-06)

bckheed Martin Energy Systems (LIMES)
has not @ormed a CSA requirement for
the Building 9215 machine shop coolant
system nor has LMES pmperiy authorized
the deviation. (F-20)

3
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●

●

●

●

●

●

●

●

●

●

LMES has not explicitly identified
associated limits for controlled
parameters in criticality safety analyses.
(F-14)

Thirty-two identified areas requiring CSAS
in EU Operations do not have CSAS.
(F-13)

LMES has moderation control areas not
identified in Pre-Fire Plans, CSAS, nor
Nuolear Criticality Safety Approvals
(NCSAS). (F-07)

Operations for Speciat Nuclear Material
(SNM) Vehicle Transpod requiring CSAS
are not oavered by Class 1 or Class 2
prooadures. (F-16)

Postings do not speoify limits on oontrol
parameters or explicitly identify allowed
materials. (F-1 1)

Maintenance, radiation mntrol, technical
suppoft, and others who may direot or
instiuct operators do not receive
sufficient tmining on the new and revised
CSAS for unattended work in key areas.
(F-17)

LMES’S lessons learned program is
deficient in measuring operational
performance improvement and program
effectiveness and in integrating the
program throughout the management
chain and across functional areas for
nuclear tx!tioality safety. (F-08)

LMES has not fully addressed examples
of lessons learned from other sites,
(F-15)

LMES is not petiorming a formalized root
oause analysis for repetitive nuclear
criticality safety (NCS) deficiencies.
(F-02)

Conccms

OSRS for Buildings 9212 and 9208
should be updated to oument DOE
requirements prior to resumption of

operation in
(G04)

LMES has

those nuclear facilities.

nuolear facilities fe.a..
Buildings 9995, 9202/9203, 9805) that do
not have an approved authorization basis.
(G05)

Cument tmining has not yet produced a
safety culture among workers consistent
with DOE 5480.19 to prevent criticality
safety deficiencies and ensures proper
response if deficiencies ocour. (C-1 8)

Obaawations

OSRS do not meet the format and content
of DOE 5480.22. (0-03)

Contaminated combustible waste storage
in nuclear faoiiities presents a
housekeeping problem and potential
safety issues. (G1 O)

Job-speoitic cdtkality safety tmining
progmms are compartmentalized, whioh
reduces effectiveness. (0-1 9)

The Plan of the Day meeting does not
include representation from all required
support organizations. (0-01 )

The Occumence Reporting and
Processing System (ORPS) repotis
emphasize detection of problems instead
of the analysis of the causes and
ohronoiogy of problems. (0-21)

The root oause identied by LMES in
Y/DD-879 is too broad in soope to allow
for effective implementation of corrective
actions. (0-12)

Final ORPS reports are not atvvays
submiied within the 45 day requirement.
(o-22)

DETAILED RESULTS

In each of the following sections (5.XX), the
bold introductory statement desoribes the
perfonnanoe objective whioh was assessed.
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● LMES has not explicitly identified
associated limits for controlled
parameters in criticality safety analyses.
(F-14)

● Thirty-two identified areas requiting CSAS
in EU Operations do not have CSAS.
(F-13)

b LMES has moderation control areas not
identified in Pm-Fire Plans, CSAS, nor
Nuclear Criticality Safety Approvals
(NCSAS). (F-W)

● Operations for Speciat Nuclear Material
(SNM) Vehicle Tmnsport requiring CSAS
are not oovered by Class 1 or Class 2
procedures. (F-16)

● Postings do not specify limits on control
pammeters or explicitly identify allowed
materials. (F-1 1)

● Maintenance, mdiation control, technical
support, and others who may direct or
instruct opemtors do not receive
auffiaent training on the new and revised
CSAS for unattended work in key areas.
(F-17)

● LMES’S lessons learned progmm is
deficient in measuring opemtional
performance improvement and program
effectiveness and in integrating the
progmm throughout the management
chain and across functional areas for
nuclear criticality safety. (F-08)

● LMES has not fully addressed examples
of lessons learned from other sites.
(F-15)

● LMES is not performing a fonalized root
oause analysis for repetitive nuclear
criticality safety (NCS) deficiencies.
(F-02)

Concerns

● OSRS for Buildings 9212 and 9206
should be updated to cument DOE
requirements prior to resumption of

operation in those nuclear facilities.
(G04)

LMES has nuclear facilities (e.g.,
Buildings9995, 9202/9203, 9805) that do
not have an approved authorization basis.
(G05)

Cument training has not yet produced a
safety culture among workers consistent
with DOE 5480.19 to prevent criticality
safety deficiencies and ensures proper
response if deficienaes ocour. (G18)

Obsewations

OSRS do not meet the format and oontent
of DOE 5480.22. (0-03)

Contaminated combustible waste stomge
in nuclear facilities presents a
housekeeping problem and potential
safety issues. (-10)

Job-specific criticality safety training
progmms are compartmentalized, which
reducus effectiveness, (0-19)

The Plan of the Day meeting does not
indude representation from all required
suppoti organizations. (0-01)

The Occmence Reporting and
Processing System (ORPS) reports
emphasize detection of problems instead
of the anatysis of the causes and
chronology of problems. (0-21)

The root cause identified by LMES in
Y/DD-679 is too broad in soope to allow
for effeotive implementation of corrective
actions. (0-12)

Final ORPS reports am not always
submitted within the 45 day requirement.
(o-22)

DETAILED RESULTS

In each of the following saotions (5.XX), the
bold introductory statement desuibes the
performance objective which was assessed.
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3.1 Peflonnance Objective CO-1.1

LMES has evaluated the adequacy of and
compliance with OSRS, has established
corresponding corrective actions, and is
actively addressing those comective
actions.

Discussion

Team members met with LMES personnel and
reviewed facility documents associated with
OSRS, OSR noncompliances, and corrective
actions associated with OSR noncompliances.
The documents reviewed inciuded Y/NO-
00007, Compensatory Measure Related to
CSA/OSR Implementation, Y/623, Plan for
Continuing and Resuming Operations,
completed Readiness Assessments (YflS-
1314), and the Type-C investigation in
assessing this performance objective. OSRS
reviewed included OSRS for Buildings 9204-2,
9204-2E, 9720-5, 9204-4, 9215, 9206
Recovety Furnace, and 9212/9206 Chemical
Operations area. In addition, the team
interviewed various site personnel to confirm
the obsewations.

LMES recognizes that the safety authorization
basis for some facilities should be upgraded.
Normally a facility Safety Analysis Report
(sAR) contains the authorization basis used to
derive OSRS. If a SAR is not available, a
Basis for interim Operations (BIO) may be
prepared. Several facilities at Y-12 do not
have a cum?mtauthorization basis. LMES has
developed a SAR update program to prepare
current authorization basis for all nuclear
faalities. Section 5.4 of this report discusses
concerns with the facility 8uth0rizSti0n basis.

LMES has established a program to evaluate
compliance with OSRS. Team members
obsewed OSR suweillances during the visit.
Over the iast year, a series of OSR violations
occurred that were related to OSR-required
surveillances not peiformed on schedule.
Y-12 nuciear operations management
instituted a program to identify and track the
status of ail OSR-requirad surveillance. OSR
violations are identified to management and
appropriate corrective ati”ons are taken.

Several nuclear facilities (Buildings 9720-33
and 9995) have CSAS without higher level
OSRS. LMES is aware of this deficiency and
plans to develop OSRS for these facilities as
part of the SAR update program.

Resumed activities (e.g., Building 9720-5)
have a safety basis and OSRS that rely on that
safety basis. OSRS for nomresumed activities
generally are not prepared in accordance with
DOE 5480.22, Technical Safety
Requirements. The team found that several
recently approved OSRS do not meet the
format and content prescribed by the Order.
Moreover, the team found that local DOE
personnel approve all new OSRS (including
the OSRS that did not meet 5480.22 format
and content criteria).

issues

The following concern and observation were
identified.

C-0443SRs for Buildings 9212 and 9206
should be updated to currant DOE
mquiraments prior to resumption of operation
in those nuclear facilities.

O-03-OSRS do not meet the format and
oontent requirements of DOE 5480.22.

Conclusions

The review criteria for this performance
objective have been met. LMES has
evaluated the OSR compliance issue and
identified appropriate comective actions that
appear to be consistent with Recommendation
944 Wti respect to OSRS, LMES is fulfilling
resumption odented commitments. The
schedule for development of upgraded facility
safety authorization ~~s including OSRS lags
behind progress demonstrated elsewhere in
the DOE compiex.

R@commendatfona

LMES should reevaluate the way it has
_ed its responses and remedial actions
to cfiticslity and faciiii safety in onler to
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ensure that such actions are sufficient to deal
with the root causes.

LMES should propose and submit to DOE
appropriate cost-effective solutions for
providing authorization bases for nuclear
facilities.

LMES should update OSRS to current
requirements prior to resumption of
operations. OSRS should be revised to
ensure that the associated limiting condition of
operations (LCOS) are clear, concise and
comprehensive.

5.2 Performance Objective CO-1.2

Facility operations governed by OSRS have
● process to ensure all sumeillance
prmoedures and administmtive controls are
●dhered to in order to confirm facility
safety system opembility.

Discussion

Team members r&iewed procedures,
intewiewed site personnel, and obsewed
several OSR surveillances in assessing this
performance objective. This review included
representetiw OSRS for the resumed facilities
and active OSRS for non-resumed facilities.

Thii review found that procedural controls are
in place to ensure compliance with OSRS.
The statements in the new and revised OSRS
are clear and concise. The compliance
methodology is clearly defined. Dkussions
and reviews of records indicated that OSR
noncompliances have been reported promptly.

For those LMES facilities with approved
OSRS, LMES has implemented a process to
ensure LCO-required suweillanca
requirements (SRS) are performed. In
geneml, two pamllei work organizations track
scheduled SR due dates. In all cases, LMES
opemtions personnel tmck-via plan-of-the-
day notes and oantmlized bulletin boards,
mquimd surveillance-en the last one was
done and when the next is due. LMES
support organizations also provide ● second
cross check to ensure SRS are performed.

The depth of detail related to cross cheokhg
depends on the scope of the specific SR and
its associated LCO. In some instanoas,
support organizations reconfirm suweillancas,
while in others, SR schedules are tracked
independently.

Two groups perform the criticality-related OSR
suweillancas. Opemtions department
personnel petiorm annual suweys for each
facility CSA. In addition, Nuoiear Criticality
Safety Department (NCSD) personnel
walkdown facility CSA areas annually and
independently suwey CSA mandated limits
and controls. NCSD personnel conduct
assessments and log review summaries into
a department control system. If CSA
deficiencies are identified, NCSD personnel
contact opemtions personnel and develop and
perform corrective actions. The assessment
team obsenmd a NCSD CSA faality walkdown
suweiilanca and found it satisfactory.
Operations personnel were present and
personnel assisted the criticalit~ safety
engineer performing the swveillance. Faoility
opemtions personnel in Building 9204-2E also
enhance criticality safety program
implementation by performing an annual audit
of NCSD files to ensure file copies of facility
CSAS are identical to those in the field.

hues

No findings, concerns, or obsewations were
associated with this performance objective.

Conclusions

The review criteria for this perfonmmca
objective have been met. The OSR
surveillances observed were conducted
property and by approved procedure. The
document control process for final OSR
documents was acceptable. Suweillance
pro-dures are completed within the
frequency requirements and confirm facility
system opembility. Performance Objective
CO-2.6 discusses problems LMES has in
establishing a culture that encoumges site
personnel to immediately repoll
noncompliances.
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ensure that such actions are sufficient to deal
with the root causes.

LMES should propose and submit to DOE
appropriate cost-effective solutions for
providing authorization bases for nuclear
facilities.

LMES should update OSRS to current
requirements prior to resumption of
operations. OSRS should ~be revised to
ansum that the assoc%ted limiting condition of
operations (LCOS) are clear, concise and
comprehensive.

5.2 Performance Objective CO-1.2

Facility operations governed by OSRS have
● process to ●nsure ●ll suweillance
~duw ●nd adminhtmth controls are
●dhered to in order to confmn facility
safety system opembility.

Dlscusslon

Team members r&iewed procedures,
rntemiewed site personnel, and observed
several OSR suweiilances in assessing this
performance objective. This review included
mpresentath: OSRS for the resumed facilities
and active OSRS for non-resumed facilities.

TM review found that procedural controls are
in place to ensure compliance with OSRS,
The statements in the new and revised OSRS
are clear and mncise. The compliance
methodology is ciearty defined. Discussions
and reviews of records indicated that OSR
noncompliances have been raported promptly.

For those LMES facilities with approved
OSRS, LMES has implemented a process to
ensure LCO-required surveillance
requirements (SRS) are performed. In
geneml, two parallel work organizations track
scheduled SR due dates. In all cases, LMES
operations personnel track-via pian-of-the-
day notes and centralized bulletin boards,
required suweillances+vhen the last one was
done and when the next is due. LMES
support organizations also provide a second
cross check to ensure SRS are performed.

The depth of detail reiated to cross checking
depends on the scope of the specific SR and
its associated LCO. In some instances,
support organizations reconfirm sutieillances,
while in others, SR schedules are tracked
independently.

Two groups perform the criticality-related OSR
suweillancss, Opemtions department
personnel perform annual sunfeys for each
facility CSA. In addition, Nuclear Criticality
Safety Department (NCSD) personnel
walkdown facility CSA areas annually and
independently suwey CSA mandated limits
and controls. NCSD personnel condukt
assessments and log review summaries into
a department control system. If CSA
deficiencies are identified, NCSD personnet
amtsct operations personnel and develop and
perform cmective actions. The assessment
team observed a NCSD CSA faalii walkdown
suweillance and found it satisfacto~.
Operations personnel were present and
personnel assisted the criticality safety
engineer performing the suweillance. Facility .
opemtions personnel in Building 9204-2E also
enhance Oriticalii safety program
implementation by performing ari annual audit
of NCSD files to ensure file copies of facility
CSAS are identical to those in the field.

lsaues

No findings, concerns, or observations were
associated with this performance objective.

Conclusions

The review criteria for this performance
objective have been met. The OSR
suweillances obsewed were conducted
properly and by approved procedure. The
document control process for final OSR
documents was acceptable. Sumeillance
procedures are completed within the
frequency requirements and confirm facility
system operability. Performance Objective
CO-2.6 discusses problems LMES has in
establishing a culture that encourages site
personnel to immediately report
noncompliances.
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Recommendations

No recommendations are associated with this
performance objective.

5.3 Performance Objective CO-1.3

Surveillance procedures are in place that
test ●ndlor calibmte OSR required facility
safety systems, facility safety
instrumentation, and other instrumentation
monitoring conditions for opemtion.

Surveillance, inspection, and testing
●ctivities should provide assurance that the
equipment needed for safe and reliable
facility opemtion performs within required
limits and that preventive maintenance,
defined as including periodic and planned
maintenance, is utilized to maintain a piece
of ●quipment within design operating
conditions and to realize its maximum
reasonable useful life.

Discussion

Team members interviewed site personnel,
reviewed procedures and records, and
obsemed a CSA surveillance in assessing this
petionnance objective.

LMES ensures OSR LCO compliance through
the use of controlled procedures and
surveillance monitoring. These generic
swveillances of system operability are
applicable to other areas of the Y-12 Plant.
For example, operations support personnel
(Sic Setvices and the Y-12 Fire Department,
respectively) perform Cn?icalityAccident Alarm
System (CAAS) and Fire Protection system
tests and operability inspections using
controlled procedures. When CSA mandated
instrumentation is required to ensure
compliance(s) with limits and conditions,
annual surveillance mquimnents by personnel
using a controlled procedure ensure
opembility.

LMES has developed e summary of
requirements and implementing procedures
associated with the OSR. The ‘OSR
Requirements to Procedures Matrtx” was used

to close RSS Individual Resumption Closure
Criteria No. 1.13 and should continue to be
used to ensure suweillance opemtions are
performed by the current procedure. The
matrix reviewed related OSR requirements
and procedures for Material Access Areas
(NW%) in Buildings 9204-2/9204-2E, 9204-4,
and 9720-5.

For facility opemtions that do not have
updated OSRS, LMES develops and uses
OSR suweillance requirement procedures for
complex suweillance requirements. OSR
surveillance requirements are not used for
simple inspections. Building 9212 EU
Operations management used an “OSR
Suweillance Matri# that identities the specific
applicable OSR requirements, when the
surveillance requirement was last completed
and due next, and the appropriate applicable
procedure.

The assessment team intemiewed
maintenance management personnel and
petiormed a high level review of the
preventative maintenance program as it
relates to OSR defined facility safety systems.
The team did not review nor verify the details
of calibration and preventative maintenance
procedures. This will be the focus of Task 3,
Performance Objective CS-2.

lsaues

No findings, concerns or obsewations were
associated w’th this performance objective.

Conclusions

The review criteria for this performance
objective have been met. Surveillance
procedures are in place that ensure safe and
reliable opemtion. Performance Objective
CO-2.6 discusses problems obsewed with
personnel stopping work ●nd repofiing
deficiencies to a higher eutho~.

Recommendation

Areas of the Y-12 Plant that do not maintain
en “OSR Requirements to Procedures Matrix”
for MAA facility opemtions should consider
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developing a matrix. The facility matrixes
should be reviewed by NCSD, the Faoility
Safety Department, the Y-12 Fire Department,
and the Site Sewices Department to ensure
CSA requirements and OSR suweillance
requirements are inctuded and property
performed by approved procedures.

OSR surveillance matrioes should not be
considered as a permanent substitute for
updated and improved OSRS.

5.4 Performance Objective CO-1.4

OSRS provide the safety envelope for the
facilities being evaluated and support the
raspeotive safety basis.

Discussion

Team members reviewed the facility OSRS,
the Pre-Firs Plan Packages, and Y/ENG/SAR-
58 (OSR for Centrifugal Contractors System -
Building9212) and intemiewed site personnel
in assessing this performance objective. The
review indicated that the Y-12 Plant does not
have an adequate safety basis for seve~dl
faalities. This degrades other safety activities
that rely upon these authorization basis
documents as the safety bases that fully
define lower order safety dteria or
documentation (i.e., OSRS, CSAS, etc.). This
in turn has led to improper definition and a
failure to integrate several complementary
safety programs that derive their safety
envelope from these safety bases. This
finding is linked to the Y-42 Plant’s apparent
failure to establish a defined methodology that
the cxiticalsafety engineers should be using to
consistently identify scenarios that need to be
evaluated.

The review indicated that several nuclear
facilities do not have a safety authorization
basis required by DOE 5480.23. OSR
derivation should be documented in a SAR.
Facilities without an approved SAR may be
operated under a BIO. Seveml nuctear
facilities (Buildings 9720-33 and 9995) have
no safety basis. Other nuclear facilities
(Buildings 9212 and 9206) rely on out-of-date
SARS to establish the faoiiity safety basis.

Failure to develop current safety authorization
basis documentation results in an insufficient
foundation on which to develop OSRS.
Resumed activities (e.g., Building 9720-5)
have a safety basis and OSRS that rely on that
safety basis.

LMES has established a SAR implementation
plan. However, the schedules in this plan call
for facility SAR development over a period of
seveml years. This schedule may not provide
for the timety development of facility OSRS
based on SARS. LMES does not appear to
have a plan to upgrade OSRS using BIOS as
an interim measure before SARS are
approved.

Additionally, the Unreviewed Safety Question’
Determination (USQD) Program does not yet
ensure that the facilities aohieve OSR
compliance, nor does the progmm meet all
the requirements of DOE 5480.21. While it is
understood the Y-1 2 Plant USQD program is
still in its infancy, full and immediate utilization
of its abilities would help ensure that reviewed
operations are within the wrrent safety basis.
The program must also be My integrated with
any upgmde program affecting the plant’s
overall safety configuration status.

Team members noted recentty approved
OSRS do not always provide a basis for the
specified LCO/SR time intewals as delineated
in the OSR. In addition, a clear definition of
oovemge with respect to CAAS detectors has
not been incorporated into the cument OSRS,
though LMES has acknowledged two major
deficiencies exist with respect to CAAS
covemge, and they are discussed in Y/DB
673. The team members also ooncluded that
OSRS for some of EU Opemtions were
deficient and needed to be updated prior to
resumption of EU Operations.

Some OSRS specify that the faoility or
opemtion will demonstmte compliance with
the double contingency principle and
adherence to CSA requirements. The CSAS
that OSRS rety upon do not explicitly state
which contingency controls are to be used to
prevent an accidental criticality. Sinoe the
contingency controls are not identified in the
CSAs, OSR compliance can not be verified.
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developing a matrix. The facility matrixes
should be reviewed by NCSD, the Facility
Safety Department, the Y-1 2 Fire Department,
and the Site Sewices Department to ensure
CSA requirements and OSR surveillance
requirements are included and properly
performed by approved procedures.

OSR surveillance matrices should not be
considered as a permanent substitute for
updated and improved OSRS.

S*4 Performance Objective CO-1.4

OSRS provide the safety envelope for the
facilities being evaluated and suppoti the
respective safety basis.

Discussion

Team members reviewed the facility OSRS,
the PrtMre Plan Packages, and Y/ENG/SAR-
58 (OSR for Centrifugal Contractors System -
Building9212) and interviewed site personnel
in assessing this petionnance objective. The
review indicated that the Y-1 2 Plant does not
have an adequate safety basis for several
facilities. This degrades other safety activities
that rely upon these authorization basis
documents as the safety bases that fully
define lower oder safety criteria or
documentation (i.e., OSRS, CSAS, etc.). This
in turn has led to improper definition and a
failure to integrate several complementary
safety programs that derive their safety
envelope from these safety bases. This
finding is linked to the Y-12 Plant’s apparent
failure to establish a defined methodology that
the criticalsafety engineers should be using to
consistently identify scenarios that need to be
evaluated.

The review indicated that several nuclear
facilities do not have a safety authorization
basis required by DOE 5480.23. OSR
derivation should be documented in a SAR.
Facilities without an approved SAR may be
operated under a 810. Several nucJear
facilities (Buildings 9720-33 and 9995) have
no safety basis. Other nuctear facilities
(Buildings 9212 and 9206) rely on out-of-date
SARS to establish the facility safety basis.

Failure to develop current safety authorization
basis documentation results in an insufficient
foundation on which to develop OSRS.
Resumed activities (e.g., Building 9720-5)
have a safety basis and OSRS that rely on that
safety basis.

LIMES has established a SAR implementation
plan. However, the schedules in this plan call
for facility SAR development over a period of
several years. This schedule may not provide
for the timely development of facility OSRS
based on SARS. LMES does not appear to
have a plan to upgrade OSRS using BIOS as
an interim measure before SARS are
approved.

Additionally, the Unreviewed Safety Question’
Determination (USQD) Program does not yet
ensure that the facilities achieve OSR
compliance, nor does the program meet all
the mquimments of DOE 5480.21. While it is
understood the Y-1 2 Plant USQD program is
still in its infan~, full and immediate utilization
of its abilities would help ensure that reviewed
operations are within the cument safety basis.
The progmm must also be fully integrated with
any upgrade program affecting the plant’s
ovemll safety configuration status.

Team members noted recently approved
OSRS do not always provide a basis for the
spacitied LCO/SR time intervals as delineated
in the OSR. In addition, a clear definition of
coverage with respect to CAAS detectors has
not been incorpomted into the wrrent OSRS,
though LMES has acknowledged two major
deficiencies exist with respect to CAAS
covemge, and they are discussed in Y/DD-
673. The team members also concluded that
OSRS for some of EU Operations were
deficient and needed to be updated prior to
resumption of EU Opemtions.

Some OSRS specify that the facility or
opemtion will demonstmte compliance with
the double contingency pfinciple and
adherence to CSA requirements. The CSAS
that OSRS My upon do not explicitly state
which contingency controls are to be used to
prevent an accidental criticality. Since the
contingency controls are not identified in the
CSAS, OSR compliance can not be verified.
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The implementation of LCOS on CSA
requirements is not recommended for the long
term due to the expected implementation
problems and the creation of another Y-12
unique system.

issues

The following findings and concern were
identified during the assessment of this
performance objective.

F-06-OSRS or TSRS have not been
approved for Buildings 9720-33 and 9995.

F-O&Deficiencies were obsetved with
(1) safety analyses and authorization bases to
supped safety and other impotiant programs
throughout Y-12, (2) the clarity of the safety
bases for newly approved OSRS, (3) the
quality of OSRS for EU Operations, and (4) the
implementation of OSRS with respect to
criticality safety.

The absence of systematic analysis and
hazards review result in a poorly defined
safety envelope. The current system may
lead to violations of OSRS and DOE
requirements, even if facility safety is not
significantly threatened.

G05-LMES has nuclear facilities that do not
have an approved authorization basis.

Conclusions

The review titeria for this performance
objective have not been met. Although the
team did not identify any unsafe operations
and non-criticality hazards are generally low,
the failure to develop proper systematic
analyses and hazards reviews results in an
insufficient safety envelope for several
facilities. Overall, the current system results
in an unnecessarily high probability of
violations of OSRS and DOE requirements,
even though facility safety may not now be
significantly threatened.

Exptii and clearly defined limits and controls
delineated within the accupted format used
throughout the complex should be a high
priority. Ttis vmuld improve the plant’s safety

envelope and ensure its continued integrity
using a uniform and understood system.

Recommendations

LMES should update bases for present OSRS
and should prepare and submit to DOE as
pad of the new authorization basis (i.e., 610)
a solution to eliminate inconsistencies in
safety classification. The need for safety
documentation (e.g., SARS) should be
evaluated for each facility and completed in a
systematic manner.

LMES should reevaluate the priorities of both
short and long term commitments to raise the
level of concern and attention. The creation
or updating of facility SARS should be a high
priority and BIOS should be developed, if
needed in the interim.

LMES should review contingency analyses,
identii important contingenaes and post them
at corresponding locations. The USQD
Program should be mpidly implemented to
ensure its timely and effective integration
throughout the facility to enhance the cunent
safety basis.

LMES should eliminate the use of CSAS in
OSRS or at least dearly specify the necessary
criticality controls in the OSRS. OSRS for EU
Operations should be upgraded to the
requirements of DOE 5480.23.

LMES should carefully evaluate the root
causes of existing weaknesses which point to
an inadequate analyses or documentation in
several areas that support the safety related
Wiviies. Appropriate cost-effective solutions
should be proposed by LMES and submitted
to DOE for approval before implementation.

5.5 Performance Objective CO-1.5

All OSRS ●nd Class 1 and Class 2
procedures am consistent with each other.

Di8cusslon

Team members
reviewed facility

intewiewed site personnel,
OSRS and procedures and
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obsewed an evolution in assessing this
performance objeotive.

Team members obsewed the validation of an
operating procedure related to CSAS and
OSRS in Building 9720-3. After reviewing the
OSRS and a mndom sample of Class 1 and 2
procedures, the team concluded that these
procedures were consistent with the
comesponding OSRS.

The team reviewed a number of documents
that show configuration management for
OSR/CSA requirements in procedures. ,WES
personnel provided documentation in the form
of a matrix that links the OSR and procedures
that are used to petform these surveillances.
The team reviewed the matrix for Buildings
9704-2, 9704-2E, 9720-5 and 9204-4. The
Nuolear Criticality Safety Program document,
Y70-150, requires that the operating
organization perform an annual suweillance to
ensure that CSA requirements are
implemented by procedures or other
implementing documents. The team’s review
of documentation for an RSS facility showed
that LMES completed this surveillance activity
and addressed identified issues.

issues

No findings, concerns or obsewations were
associated with this performance objective.

Conclusions

The review criteria for this performance
objective have been met. OSRS and Class 1
and 2 prooadures are consistent with each
other.

Recommendations

No specific recommendations are associated
with this perfonnanoa objective. However, a
related finding is discussed in Appendix B,
Form 2, Finding 16 and in Performance
Objective CO-2.3. A Class 3 procedure was
used for fissile material movement involving
CSAS. Atthough no Class 3 procedures
containing OSR requirements were found,
efforts should continue to ensure that OSR

requirements are oontained in Class 1 and
Class 2 procedures.

S*6 Performance Objective CO-1.6

OSRa ●m controlled documents.
Opemtions involving OSRS ●ra controlled
●nd ●ctivities ●re performed within the
●pproved safety basis.

Discussion

Team members intewiewad site personnel
and reviewed the OSRS for Buildings 9219
and 9205 in assessing this perforrnanoe
objeotive.

The Facility Safety Department coordinates
the control and distribution of OSR
documents. Team intewiews with the
depa~ment manager and senior staff
personnel established the process of a
woddng LMES document control methodology.
LMES perfomns fissile material operations in
accordance with the stated limitations in the
applicable CSA. Safety basis documentation
provides the basis for the CSA limitations.
LMES has formal controls for operating
procedures to ensure that facility operations
are performed using the proper and most
current version of a procedure, However,
during the assessment, LMES mistakenly
provided the team with a canceled procedure
(Section 5.12 of this report) that was used for
an evolution.

Independent CSA compliance walkdowns of
operating areas by NCSD criticality safety
engineers and of NCSD CSA central files by
operations personnel helped demonstrate
LMES’S two-way facility safety commitment.

issues

No findings, concerns or observations ware
●ssociated with this performance objective.

Conclusions

The review criteria for this performance
objective have been met. Team members
verified that appropriate configuration

10



Task 2 Assessment
Oak Rdge Y-12 Facilii - DNFSB 94-4

obsewed an evolution in assessing this
performance objeotive.

Team members observed the validation of an
operating procedure related to CSAS and
OSRS in Building 9720-3. After reviewing the
OSRS and a random sample of Class 1 and 2
procedures, the team concluded that these
procedures were consistent with the
corresponding OSRS.

The team reviewed a number of documents
that show configuration management for
OSR/CSA requirements in procedures. LMES
personnel provided documentation in the fom
of a matfix that links the OSR and procedures
that are used to petiorm these surveillances.
The team reviewed the matrix for Buildings
9704-2, 9704-2E, 9720-5 and 9204-4. The
Nuolear Criticality Safety Program document,
Y70-1 50, requires that the operating
q@zation perfonman annual surveillance to
ensure that CSA requirements are
implemented by procedures or other
implementing documents. The team’s review
of documentation for an RSS facility showed
that LMES completed this suweillance activity
and addressed identified issues.

issues

No findings, concerns or obsewations were
associated with this performanoa objeotive.

Conclusions

The review criteria for this performance
objective have been met. OSRS and Class 1
and 2 procedures are consistent with each
other.

Recommendations

No specific recommendations are associated
with this performance objective. However, a
related finding is disoussed in Appendix B,
Form 2, Finding 16 and in Performance
Objective CO-2,3. A Class 3 procedure was
used for fissile material movement involving
CSAS. Although no Class 3 procedures
containing OSR requirements were found,
efforts should continue to ensure that OSR

requirements are oontained in Class 1 and
Class 2 prooadures.

5.6 Performance Objective CO-1.6

OSRS ●re controlled documents.
Operations involving OSRS are controlled
●nd activities ●m performed within the
approved safety basis.

Discussion

Team members intewiewed site personnel
and reviewed the OSRS for Buildings 9219
and 9206 in assessing this performance
objective.

The Facility Safety Depadment coordinates
the control and distribution of OSR
documents. Team intewiews with the
department manager and senior staff
personnel established the process of a
working LMES document control methodology.
LMES performs fissile material opemtions in
accordance with the stated limitations in the
applicable CSA. Safety basis documentation
provides the basis for the CSA limitations.
LMES has formal controls for 0pefStin9
procedures to ensure that facility opemtions
are petiormed using the proper and most
current version of a procedure. However,
during the assessment, LMES mistakenly
provided the team with a canceled procedure
(Section 5.12 of this report) that was used for
an evolution.

Independent CSA compliance walkdowns of
operating areas by NCSD criticality safety
engineers and of NCSD CSA centml tiles by
opemtions personnel helped demonstmte
LMES’S tw~way facility safety commitment.

issues

No findings, concerns or obsewations were
associated with this performance objective.

Conclusions

The review criteria for this performance
objective have been met. Team membem
verified that appropriate configumtion
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management program elements are in place
that establish control of OSRS. Performance
Objective CO-1. 1 discusses problems
associated with the OSRS complying with
current TSRS in accordance with DOE
5480.22.

Recommendations

No recommendations were associated with
this performance objective.

5.7 Performance Objective CO-1.7

Workera have a clear demonstrated
understanding of the compliance
requirements of OSRS. Personnel
responsible for supemising and/or
performing facility opemtions, surveillance
testing, and maintenance understand the
OSR ●nd the facility safety systems
controlled by the OSR

Discussion

Team members intewiewed site personnel
using the new and revised CSAS and
reviewed those faality OSRS in assessing this
performance objective.

Operators, supewisors, and facility support
personnel have a clear demonstrated
understanding of OSR compliance
requirements for new and revised OSRS.
Their level of knowtedge on OSRS has
advanced significantly over the last year. In
geneml, the set of OSR controls includes
compliance w“th CSA requirements, assured
operation of a criticality accident alarm
system, and establishing opemble readiness
for the tire protection sprinkler systems.

OSR suweillance requirements identify the
actions and, if appropriate, required results
and the specified surveillance frequencies for
tests and verification activities. Site
operations personnel perform CAAS
sweillancas. Personnel understand criticality
safety requirements and ensure system
opembility,

Issues

No findings, concerns, or observations were
associated with this petionnance objective.
There are, however, issues raised in
Petiorrnance Objectives CO-2.2 and CO-2.6
that relate to this performance objective.

Conclusions

The review criteria for this performance
objective have been met. In resumption
faalities, wo~ers have a clear, demonstmted
understanding of the compliance requirements
of the new and revised OSRS. The
assessment team also obsewed a culture that
encoumges compliance with OSRS and,
procedures.

Recommendations

No remmmendations were associated with
this performance objective.

5.8 Performance Objective CO-1.8

All personnel have been trained on the new
and revised OSRS.

Discussion

Team members intemiewed site personnel,
reviewed various documents, records and
databases, and obsefved two evolutions in
assessing this performance objective. Only a
few of the facilities at Y-12 have new OSR
documents. In these facilities, the responsible
organizations have instituted OSR training for
personnel with routine access to the MM
work areas. This practice ensures that OSR
training is provided to the appropriate staff.
New hires and visitors are escorted.

The team used the tmining database to spot-
check the tmining moods and found the
employees’ tmining was up to date. The
lesson plans for the tmining were
documented.

The review of the training progmms and
dkcussions with LMES personnel did indicate
that LMES emphasizes compliance with the
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OSRS and associated procedures in all woti
activities. Training is given to floor workers on
each revision to OSRS, CSAS or procedures,
which would include major changes in
hardware or facility systems. The newly
instituted training programs have not been in
place long enough to verify that continuing
tmining is provided. Plans and tracking
systems for retraining are in place, however.

Training on lessons learned from other
industrial opemting experience or other CSA
incidents onsite is less formal. LMES
provides limited amounts of lessons-learned
type information in annual refresher courses,
in shift and pm-job briefings, and as required
reading (see also Petfonmance Objective CO-
4.0). The ovemll level of training on the safety
fundamentals concerning the new and revised
OSRS is limited.

The tmining promotes a culture that
encoumges workers to stop wotlc and inform
supervision when a procedural noncompliance
exists, but the tmining has not been in place
long enough for the team to verify the practical
effects of this message. That safety culture,
however, is not yet petvasive enough to end
easily preventable deficiencies and ensure
that workers always stop work and inform
supervision immediately when a deficiency is
detected. This issue is discussed futiher in
Concern G18 under Performance Objective
CO-2.6.

issues

No findings, concerns or obsewations were
associated with this performance objective.

Conclusions

The review criteria for this objective have
been met. Workers receive continuing
training in significant facility system and
component changes, applicable procedure
changes, applicable industry operating
experience, and selected fundamentals with
emphasis on seldom used knowledge and
skills necessary to ensure safety. They also
receive other tmining as needed to cmect
identified performance problems.
Performance Objective CO-2.6 discusses

problems in establishing a culture that
encourages workers to stop work and inform
supewision when a proceduml noncomplian~
exists.

Recommendations

No recommendations were associated with
this performance objective.

5.9 Performance Objective CO-2.1

LMES has evaluated the ●dequacy of and
compliance with CSAS, has established
cowesponding corrective ●ctions, ●nd is
●ctively ●ddressing those corrective
●ctions.

Discussion

Team members intewiewed site personnel
and reviewed LMES documentation evaluating
the adequacy of and compliance with CSAS
and the corrective actions, including Y/DD-679
(N.1 .1), which provides a prelimina~
evaluation of the Y-12 Nuclear Criticality
Safety Program, and Y/NO-00002 (N.1 .2),
which provides the corrective action plan. The
team also reviewed Y/NO-00008 (N.1 .3),
which is a closure repofi for improv~ment
actions related to RSS facilities, and Y/DD-
676 (N. 1.4) which details a revision to the
criticality safety approval process. (The
effectiveness of the actions in those
documents is discussed below and on
subsequent performance objectives related to
CSAS.)

Intewiews with NCSD personnel indicated that
the active CSAS were walked down following
the September 1994 incident, and the findings
and associated corrective actions were dosed
out. A spot check of the cmective action
notebook maintained by the NCSD did not
identify any open corrective actions. The
Nuclear Criticality Safety Program procedure
Y70-150 requires that NCSD personnel
perfom at least annual reviews of fissile
material opemtions ●nd that opemting
organizations perform documented
suweiilance reviews of fissile material
activities at least annually that relate to CSA
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OSRS and associated procedures in all work
activities. Training is given to floor workers on
each revision to OSRS, CSAS or procedures,
which would inchde major changes in
hardware or facility systems. The nevdy
instituted training programs have not been in
place long enough to verify that continuing
tmining is provided. Plans and tmcking
systems for retmining are in place, however.

Training on lessons learned from other
industrial opemting experience or other CSA
incidents onsite is less formal. LMES
provides limited amounts of lessons-learned
type information in annual refresher courses,
in shift and pre-job briefings, and as required
reading (see also Petiormance Objective CO-
4.0). The overall level of training on the safety
fundamentals mnceming the new and revised
OSRS is limited.

The tmining promotes a culture that
encoumges workers to stop work and inform
supervision when a procedural noncompliance
exists, but the tmining has not been in place
long enough for the team to verify the pmctical
effects of this message. That safety culture,
however, is not yet pewasive enough to end
easily preventable deficiencies and ensure
that workers always stop work and inform
supervision immediately when a deficiency is
detected. This issue is diswssed further in
Concern G18 under Performance Objective
CO-2.6.

I&sues

No findings, concerns or observations were
associated with this petionmance objective.

Conclusions

The review criteria for this objective have
been met. Workers receive continuing
training in significant facility system and
component changes, applicable procedure
changes, applicable indust~ opemting
expenen=, and selected fundamentals with
emphasis on seldom used knowledge and
skills necessary to ensure safety. They also
receive other tmining as needed to correct
identified performance problems.
Performance Objective CO-2.6 discusses

problems in establishing a culture that
enmurages workers to stop work and infomn
supewision when a procedural noncompliarwe
exists.

Recommendations

No recommendations were associated with
this perfonnanca objective.

5.9 Performance Objective CO-2.1

LMES has evaluated the adequacy of and
compliance with CSAS, has established
corresponding consmtive actions, ●nd is
actively ●ddressing those comctjve
actions.

Discussion

Team members intemiewed site personnel
and reviewed LMES documentation evaluating
the adequacy of and compliance with CSAS
and the corredive actions, including Y/D~79 .
(N.1 .1), which provides a preliminary
evaluation of the Y-12 NucJear Criticality
Safety Program, and Y/NO-00002 (N.1 .2),
which provides the ccmective action plan. The
team also reviewed Y/NO-00008 (N.1 .3),
which is a ctosure report for improv~ment
actions related to RSS facilities, and Y/DB
676 (N. 1.4) which details a revision to the
criticality safety approval process. (The
effectiveness of the actions in those
documents is discussed below and on
subsequent performance objectives related to
CSAS.)

Intewiews with NCSD personnel indicated that
the active CSAS were walked down following
the September 1994 inadent, and the findings
and associated corrective actions were closed
out. A spot check of the corrective action
notebook maintained by the NCSD did. not
identify any open cmective actions. The
Nuclear Criticality Safety Progmm procedure
Y70-150 requires that NCSD personnel
petiorm at least annual reviews of fissile
material opemtions and that operating
organizations petiorm documented
surveillance reviews of fissiie material
activities at least annually that relate to CSA
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compliance. The team accompanied a NCSD
engineer on a suweillance and reviewed
documentation of a suweillance performed by
a Dissssembty and Storage Operations (DSO)
organization.

The team reviewed proposed corrective
actions from the Type C investigation, the
evaluation of criticality safety discrepancy
data, and lessons learned from resumption
activities at the Pantex Plant, TA-55, and the
Sequoyah Fuels Corporation as summarized
in the Y/DD-679 repofi. Form 2, Finding 15
indicates that LMES has not fully addressed
all of the examples of lessons learned from
other sites. Y/NO-00008 provides an LMES
review of ctosure for the corrective action
plans for the RSS facilities. Y/DD-899
provides a Y-12 Plant Nuclear Criticality
Safety Improvement Action Plan for program
deficiencies.

Some findings relative to ANSI 8.19 are
developed in subsequent performance
objectives. Specifically, Form 2, Finding 14
speaks to paragraph 7.2, which requires
procedures to include controls and limits
significantto nuclear criticality safety. Form 2,
Finding 11 relates to ANSI 8.19, paragraph 9.2
which requires appropriate area postings.

Intewiews with the DOE Criticality Safety
Program manager indicated that walkdowns of
CSAS for the resumption areas were
performed by DOE personnel. A copy of the
DOE Y-12 Site Oftlce Monthly Assessment
Repod, YSO-95-09, was also reviewed and
showed evidence of CSA review during
reviews of facility operations.

The team reviewed the DOE Readiness
Assessment conducted for RSS facilities and
noted two findings related to CSAS: (1)
criticality safety related documents require
daritication and corrections; and (2) review of
safety-related RSS documents require
cladfication and corrections. Related findings
from this assessment are discussed in
subsequent performance objectives.

/sSues

No findings, concerns, or observations were
specific to this performance objective.
However, Appendix B, Form 2, Findings No.
7, 13, 14, 16, and 20 document findings
related to similar objectives.

Conclusions

The peflormance objective for this criteria has
been met in that LMES pemonnel have shown
that they evaluated the adequacy of and
compliance with CSAS, have established
corrective actions, and are addressing
corrective actions. However, as detailed in
findings contained in other objectives,
difficulties with CSAS remain. LMES has
taken many steps to improve CSAS and has
made progress, Although LMES is fulfilling
resumption oriented commitments, and many
of the long-term actions are consistent with
Recommendation 94-4, improvement is still
needed. Appendix B, Form 2, Finding 14,
provides several examples of the
cumbersome process for identifying and
incorporating limits into procedures. The

Floor Storage Array
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&iticality safety analysis often did not identify
the requirements to implement the controls
necessary to maintain criticality safety, and
the CSA did not always identify them either.
Identifying the requirements is the only way
the opemting organization has to receive the
required information to be included in their
procedures. At present, the opemting
organization is tasked with incorporating
controls as limits in their procedures without
knowing what those controls are. Addressing
the lessons learned and causes summarized
in Y/DD-879 will go a long way in achieving
success, The assessment team recommends
that this improvement program be reviewed
again during the Task 3 Assessment. At this
time, some causal factors may not have been
remedied because the improvement program
has not yet matured.

Recommendations

No recommendations were associated with
tits performance objective.

5.10 Performance Objective CO-2.2

Safety related facility operations are
governed by CSAS. The handling of CSA
compliance ●nd CSA noncompliances ●re
governed by procedures.

Discussion

Team members interviewed site personnel,
reviewed seveml documents and obsewed
evolutions in assessing this performance
objecthe. Documents reviewed included
Criticality Safety Analyses, CSAs, and
procedures. Team members conducted
interviews with the odticslity safety staff and
opemtions personnel.

LMES does not explicitly identii limits for
controlled pammeters in aiticality safety
analyses. The sample of analyses reviewed
contained a discussion of the pammeters
affecting criticality safety. However, LMES
does not bfing fonvard to the appropriate
CSAs as requirements the necessaty limits
and assumptions fundamental to the criticality
safety analyses. Furthermore, in order to

understand the total set of controls and
requirements on a patiidar opemtion, the
burden is placed solely on the criticality safety
engineer to review applicable documents.
The documents may indude multiple criticality
safety analyses and approvals where limits
are incorporated by reference to other CSAS
and general procedures.

The team obsewed that fin fighting personnel
have limited knowledge of uiticality safety and
specific MAA requirements and modemtion
control areas are not identified in Pm-Fire
Plans, CSAs, nor NCSAS. The Y-12 Fire
Department requires that its personnel be
given basic tmining and familiarization with
nuclear systems prior in performing duties in
MAAs. Fudher, a generic appendix note on’
“NucJear Criticality Safety Guidelines for Fire
Fighting in MAAs” is attached to building
specific Y-1 2 Pm-Fire Plan Packages.

During intewiews with the EU Opemtions
staff, the team identified seveml areas that
require but are not covered by CSAS. NCSD
personnel was provided a list that identities
the criticalii safety analyses that provides the
safety basis for the equipment not covered by
explicit CSAs, but this does not meet the strict
interpretation of ANSI 8.1.

At least half of the postings observed during
facility tours contained only a list of CSAs,
Hence, the value of those postings as an
operator are limited and the postings do not
conform to the mandatory ANS1/ANS
standards.

issues

The issues identified for this performance
objective are documented as findings:

F-07-LMES has moderation contd areas not
identified in PNA%s Plans, CSAs, nor NCSAS.

F-1 l-Postings do not specify limits on control “
parameters or explicitly identify allowed
materials.

F-1 3-Thktytwo identified areas requiring
CSAS in EU Opemtions do not have CSAS.
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“tiicality safety analysis often did not identify
the requirements to implement the controls
necessary to maintain criticality safety, and
the CSA did not always identify them either.
Identifying the requirements is the only way
the opemting organization has to receive the
required information to be included in their
procedures. At present, the opemting
organization is tasked with incorpomting
oontrols as limits in their procedures without
knowing what those controls are. Addressing
the lessons learned and causes summarized
in Y/DD-879 will go a long way in aohieving
success. The assessment team remmmends
that this improvement progmm be reviewed
again during the Task 3 Assessment. At this
time, some umsal factors may not have been
remedied because the improvement program
has not yet matured.

Recommendations

No reoommendations were associated with
this performance objective.

5.10 Performance Objective CO-2.2

Safety related facility opemtions ●re
governed by CSAS. The handling of CSA
compliance ●nd CSA noncompliances are
governed by procedures.

Discussion

Team members interviewed site personnel,
reviewed several documents and obsewed
evolutions in assessing this performance
objective. Documents reviewed included
Uticality Safety Analyses, CSAS, and
procedures. Team members conducted
intewiews with the witicality safety staff and
opemtions pemonnel.

LMES does not explicitly identify limits for
controlled pammeters in criticality safety
analyses. The sample of analyses reviewed
oontained a discussion of the parameters
affecting criticality safety. However, LMES
does not bring forward to the appropriate
CSAs as requirements the necessary limits
and assumptions fundamental to the criticality
safety analyses. Futiennore, in order to

understand the total set of controls and
requirements on a patiicular opemtion, the
burden is placed solely on the criticality safety
engineer to review appli=ble doouments.
The doouments may indude multiple criticality
safety analyses and approvals where limits
are inoorpomted by referenca to other CSAs
and geneml procedures.

The team obaewad that fire fighting personnel
have limited knowledge of ofitioality safety and
specific MAA requirements and modemtion
control areas are not identified in Pm-Fire
Plans, CSAs, nor NCSAS. The Y-12 Fire
Department requires that its personnel be
given basic tmining and familiarization with
nuclear systems prior in performing duties in
MAAs. Further, a generic appendix noto on”
“NucJear Criticality Safety Guidelines for Fire
Fighting in MAAs” is attaohed to building
specific Y-12 Pre+ire Plan Packages.

During intemiews with the EU Opemtions
staff, the team identified seveml areas that
require but are not covered by CSAs. NCSD
personnel was provided a list that identifies
the aiticality safety anatyses that provides the
safety basis for the equipment not ooverad by
explicit CSAs, but thii does not meet the strict
interpretation of ANSI 8.1.

At least half of the postings observed during
facility tours contained only a list of CSAS.
Henoe, the value of those postings as an
operator are limited and the postings do not
conform to the mandatory ANSIIANS
standards.

hues

The issues identified for this performance
objective are documented as findings:

F-07-LMES has modemtion control areas not
identified in Pm-t% Plans, CSAs, nor NCSAS.

F-1 l-Postings do not spedfy limits on control ‘
parameters or explicitly identify allwved
materials.

F-1 %Thirty-two identified areas requiring
CSAS in EU Opemtions do not have CSAS.
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F-14-LMES has not explicitly identified
associated limits for controlled parameters in
aiticaiity safety analyses.

Conclusions

The review criteria for this performance
objective have not been met. Safety related
facility operations for RSS, Quality
Evaluations, and Disassembly and Assembly
are governed by CSAS. EU Operations has
activities that are not governed by CSAS and
an operation that deviates from the CSA
requirement that has not been properly
authorized (see Finding F-20 and Concern
C-2.4). As a result, these safety related
facility operations are not governed by CSA
requirements.

Procedures are in place to ensure that the
latest version of CSAS are available in the
workplace. LMES is developing matrices
cross referencing procedures with CSAS.
Procedures to incorporate CSA requirements
are new and not fully implemented at all
facilities. LMES personnel recognize many
old procedures as inadequate for proper
implementation of CSA requirements. Work is
continuing on consolidating and updating
CSAS and updating procedures for non-
resumed operations. Nevertheless, LMES
has not responded properly to CSA
noncompliances in all operations. The team
has identified deficiencies in Pre-Fire Plans
and criticality safety postings. Petionnance
Objective CO-2.6 discusses concerns
associated with the immediate reporting of
CSA noncompliances.

Recommendations

LMES should consider expanding the depth of
fin fighting training to include criticality safety
(especially for moderator controlled criticality
safety contingencies). In addition, LMES
should, with the supped of opemtions and
NCSD personnel, modify building-specific Pre-
Fire Plan Packages to identify areas where
CSA initiatorsare based on modemtor control.
These areas should then be protected from
fire fighting equipment using modemtom. The
assessment team recommends that the Y-12

Fire Department implement at least annual
firefighter MM facility walkdowns to increase
facility familiarity.

The Y-12 criticality safety staff should rety on
senior criticality safety engineers (until less
senior engineers are tmined) to ensure
necessary limits and conditions are included in
operating procedures and understood by the
pemonnel using these procedures. Review of
criticality safety analysis should include
specific limits and conditions identified in and
suppated by the analysis that must be met to
ensure criticality safety at the Y-12 Plant.
These limits and conditions should be
included in applicable CSAS to ensure the
system (including analyses, CSAS, and
procedures) is properly implemented.

To ensure that all safety related facility
opemtions are governed by CSAS, LMES
should identify all fissile material containing
equipment that is not covered by a specific
CSA, formally document which analysis
provides the safety basis for this equipment
inchding the appropriate review, and then
issue CSAS on a prioritized risk basis.

5.11 Performance Objeotivo CO-2.3

All CSAS ●nd Class 1 ●nd Class 2
procedures ●re consistent with each other.
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Discussion

Team members intewiewed site personnel,
reviewed documents, and obsewed evolutions
in assessing this performance objeotive.
Documents reviewed include Criticality Safety
Anatyses, CSAS, and operating procedures.
The team conducted intewiewa with the
critkslity safety staff and opemtions
personnel. A sample of CSAS was reviewed
to ve~ that the necessary controls and limits
were incorpomted from the supporting
analyses into the CSAS and into opemting
procedures. The CSAS are a part of a
controlled document system. The team

“ members determined that the issuanoa of
controlled oopies of CSAS from NCSD to
controlled document holders in the facilities
was adequate.

Procedure Y70-160 defines the Criticality
Safety Approval System and the reviews that
are conducted for CSAS inoluding a field
validation by operations of the draft CSA limits
and conditions prior to issuance. Team
members reviewed a procedure/CSA matrix
that links CSAS to procedures. This tool
ensures that CSA changes are implemented
in appropriate procedures, but it is not yet
available for all facilities.

The CSA and pro&edure used by LMES for
SNM intro-plant shipments are not consistent
with the criteria of this objective. The
prooedure used for the movement of
simulated material on October 19, 1995 from
Building9720-5 to Building 9204-4 is cumently
Class 3 (Reference Y20-NM-01-09-002). This
prooedure required “All fissile material
adivities” to be perfomned“in accordance with
the requirements specified in the CSN (see
section VI of Y2GNM-01-09-002). However,
this %femnm~ procedure is not required
to be at the job site. It is the judgment of the
assessment team that the geneml LMES
prooedure, Y1 0-102, requires intro-plant
shipping opemtions involving SNM to be
governed by either Class 1 or Class 2
procedures.

issues

The following finding was identified speoific to
this performance objeotive.

F-lMpemtions for SNM Vehicle Tmnsport
requiring CSAS are not covered by Class 1 or
Class 2 procedures.

Conclusions

The review criteria for this performance
objective have not been met. The
assessment team identified instances where
C$AS and procedures are not consistent.
Identified issues and recommendations are
documented in Appendix B, Form 2, Number
16.

Recommendations

The assessment team recommends that
LMES criticality safety personnel continue to
work with opemtions personnel to ensure the
necesssIY limits and conditions are in place in
CSAS and opemting procedures.

The LMES dticalii safety staff should review
the criticality safety analyses, CSAS, and
associated procedures for ongoing opemtions
to ensure limits are incorpomted.

5.12 Performance Objeotive CO-2.4

CSAs ●m controlled documents.
Operations involving CSAS ●m controlled
●nd ●ctivities ●m performed within the
approved safety basis.

Discussion

Team members randomly selected and
reviewed seveml CSAS for compliance with
proceduml requirements. They analyzed
revisions, reviews, validations, verifkations,
approvals, and supporting analyses. Team
members reviewed the faoility index for
several faatiies to ensura that all aotive CSAS
are in fact included. OSR doouments for
seveml facilities warn reviewed to determine
the approved safety basis. An ovewiew of the
entire CSA process was performed to verify
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Discussion

Team members interviewed site personnel,
reviewed documents, and observed evolutions
in assessing this perfomnanoe objeotive.
Doournents reviewed include Criticality Safety
Anatyses, CSAS, and operating procedures.
The team conducted interviews with the
criticality safety staff and operations
personnel. A sample of CSAS was reviewed
to verify that the necessa~ controls and limits
were incorporated from the supporting
analyses into the CSAS and into operating
procedures. The CSAS am a part of a
controlled document system. The team

‘ members determined that the issuance of
controlled oopies of CSAS from NCSD to
controlled document holders in the facilities
was adequate.

Procedure Y70-160 defines the Criticality
Safety Approval System and the reviews that
are conducted for CSAS inoluding a field
validation by operations of the draft CSA limits
and conditions prior to issuance. Team
members reviewed a procedureiCSA matrix
that links CSAS to procedures. This tool
ensures that CSA changes are implemented
in appropriate procedures, but it is not yet
available for all facilities.

The CSA and prokedure used by LMES for
SNM intra-plant shipments are not consistent
with the criteria df this objeotive. The
prooedure used for the movement of
simulated material on October 19, 1995 from
Building97205 to Building 9204-4 is wmently
Class 3 (Referenca Y2&NM-01-09-002). This
procedure required “All fissile material
advitiess to be performed “in accordance with
the requirements specified in the CSN (see
section VI of Y20-NM-01 -09-002). However,
thii “nsferen-n~ prooadure is not required
to be at the job site. It is the judgment of the
assessment team that the geneml LMES
procedure, Y1O-1 02, requires intro-plant
shipping opemtions involving SNM to be
governed by either Class 1 or Class 2
procedures.

Issues

The following finding was identified speoific to
this performance objective.

F-16-Opemtions for SNM Vehicle Tmnsport
mquinng CSAS are not covered by Class 1 or
Class 2 procedures.

Conclusions

The review uitena for this performance
objective have not been met. The
assessment team identfied instances where
CSAS and procedures are not consistent.
Identified issues and recommendations are
documented in Appendix B, Form 2, Number
16.

Recommendations

The assessment team recommends that
LMES criticality safety personnel continue to
work with opemtions personnel to ensure the
necessaty limits and conditions are in plaoe in
CSAS and opemting procedures.

The LMES uiticalii safety staff should review
the criticality safety analyses, CSAS, and
associated procedures for ongoing opemtions
to ensure limits are incqomted.

5.12 Performance Objective CO-2.4

CSAS am controlled documents.
Opemtions involving CSAS am controlled
●nd activities ●re performed within the
approved safety basis.

Discussion

Team members mndomty selected
reviewed seveml CSAS for compliance

and
with

proceduml requirements. They ana~ed
revisions, reviews, validations, vetifioations,
approvals, and supporting anatyses. Team
members reviewed the facility index for
saved faalities to ensurs that all active CSAS
are in fact included. OSR doouments for
several facilities ware reviewed to determine
the approvedsafetybasis. An ove~iew of the
entire ‘CSA prowss was performed to verify
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review, approval, and validation of CSAS.
Team members obsewed a CSA suweillance
conducted by NCSD and operations staff,
reviewed sample DOE surveillances, and
conducted interviews.

LMES maintains CSAS as controlled
documents. In each facility visited, as well as
NCSD, controlled copies of all CSAS were
maintained in controlled notebooks with a
detailed index indicating the status of each
CSA. This system reduces the probability of
mistaking an inactive CSA for the latest active
version. However, during the assessment,
the assessment team was provided with a
canceled procedure. The team reviewed a
copy of the procedure being used on the floor
on October 19, 1995, for a mock intra-plant
movement of enriched uranium. The team
was provided w“thprocedure number Y70-NM-
01-09-002. After completion of the
assessment, team members were informed
that this procedure had been canceled and
replaced with procedure number Y50-37-19-
122 effective October 12, 1995, one week
eartier. The facility was unaware of the new
procedure.

DOE 5480.24, Section 6f, defines the specific
responsibilitiespertaining to ~“ticality safety of
the DOE/OR field ot%ce.These responsibilities
are consistent with “providing an overview of
criticality safe$d unless directed to assume
line management responsibility by the
Cognizant Secretarial Officer. The DOE/OR
staff interviewed were familiar with the general
purpose, content, format and requirements
pefiaining to CSAS. One staff member
shwed extensive knowtedge of specific
opemtions as well as their associated
procedures and CSAS. Seveml staff
members stated that they routinely review
CSAs and observe evolutions. Further, the Y-
12 site ofti- issues formal monthly
assessment reports that indicate participation
in walk-throughs, evolutions, suweillances,
and review of opemting procedures and
CSAs. However, DOE personnel ara not part
of the CSA prepamtion, review and approval
processes.

The approved safety basis (e.g., OSRS) is
defined in controlled documents. The facilities

toured have controlled documents defining
OSRS pertaining to Critimlity safety that
specify double contingency protection
consistent with DOE 5480.24, Section
7a(2)(a); and C&W covemge in accordance
with DOE 5480.24, Section 7b(l), The
specific controls upon which double
contingency protection depends were not
specitled in the OSR. These controls must be
extmcted from overlapping CSAS and
procedures. Deficiencies in this system are
documented in Appendix B, Form 2, Finding
14.

Two major deficiencies in CAAS covemge
have been recognized by LMES management
in Y/DD-673: (1) no rigorous assessment of
the minimum accident of concern has been
perfomned in accordance with the mandatory
requirements of ANS1/ANS-8.3, Section 5.6,
and (2) the location and spacing of detectors
have not adequately considered the shielding
effect of process equipment and other
materials in accordance with the mandatory
requirements of ANSI/ANS-8.3, Section 5.8.
These issues indimte deficiencies in analyses
that will be pursued as pad of the DOE
CriticalityAssessment of Task 3, Petiormance
Objective CS-2. This deficiency is also
discussed in Section 5.4 of this report.

An undocumented agreement between the
Building 9215 operation manager and NCSD
allowed continued operation of a machine
shop coolant system without the required
inspections and cleanings specified in the
CSA. Opemtions based upon vettal
agreements do not satisfy the criticality safety
progmm requirement of DOE 5480.24,
Section la, which states

“Criticalitysafety is comprehensively
addressed and received an objective
review, with all identifiable risks
reduced to acceptably low levels and
management authorization of the
opemtions is documented.”

Thii defiaency is documented in Appendix B,
Form 2, Finding 20 and does not satisfy the
review criteria of this performance objective.
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NCSD staff reviews CSAs with the same level
of. rigor as they review NCSAS. Hence, the
NCSD review consists of two parts: technical
review by a knowledgeable peer, and
independent review by the Internal Technical
Review Board (ITRB). The technical review is
peflormed to ensure that the proposed
operation receives a dettiled, comprehensive,
review by a knowledgeable peer. The ITRB
review ensms that the program requirements
are implemented uniformty throughout Y-12
and ensures that the review is independent.
The reviewers are selected on the basis of
their broad experience.

Y70-160 requires the operations staff to
perform field validation checks of the draft
CSA limits and conditions prior to issuance of
any new CSA. Operations staff performs this
validation in conformance to a CSA field
validation checklist. Operations personnel
may request the support of NCSD staff as
needed. NCSD staff are also required to
perform an independent NCSD field validation
afler completion of the validation checks
conducted by operations personnel. They are
also required to complete USQD screening !O
determine if new CSAS conflict with other
safety documentation.

Finding No. 14 determined that several recent
CSAS do not identify requirements pertaining
to necessary criticality safety controls due to
ambiguity or unstated assumptions in the
NCSAs. Hence, the validations pedonned by
NCSD and operations personnel are
necessary but not suftkient.

Procedure Y70-160, requires that CSAS shall
be verified and validated by operations
personnel to ensure the ability to comply prior
to final approval. Section VI.A.13 fudher
raquires operations personnel to authorize
CSA implementation for the effective date
given on the CSA. These requirements are
also consistent with the responsibility for
nuctear criticality safety as noted in Y7@160.

The index of CSAS for each facility had been
updated to reflect the latest revisions as
required by Y7&160. Team members
detemined this practice was adequate.-

The CSAs required for resumption have been
rawitten or are in the p-ss of review. The
NCSD superintendent has stated that no
operations will commence without a thorough
review and rewriting of CSAS. The principal
concern, however, is that too much emphasis
is placed upon reformatting CSAS, while
failure to identify necessary controls in NCSAS
causes them to be omitted as requirements in
CSAS (refer to Appendix B, Form 2, Finding
14).

laauea

The following finding was identified specific to
this perfonnanca objective.

F-2&LMES has not performed a CSA
requirement for the Building 9215 machine
shop coolant system nor has LMES properly
authorized the deviation.

Concluaiona

The review criteria for this petiorrnance
objective have not been met.

CSAa are controlled documents with adequate
configuration management controls as
required by Y70-160. However, some CSAS
are ambiguous and include unstated
assumptions. Several NCSAS do not clearly
define limits for controlled pammeters that are
then not clearly defined as requirements in
CSAS and operating procedures.

A CSA requirement for the Building 9215
machine shop coolant system was modified
without written approval documentation.

The priority for remadiation of CAAS
deficiencies is unclear. It is based on the
handwritten statement by the Y-12 Plant
Manager which appears in Y/DD-673,
“allocation of resources for this effort must be
integrated, and consistent with the ovemll set
of priorities established for support of
resumption activities.”
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NCSD staff reviews CSAs with the same level
of, rigor as they review NCSAS. Hence, the
NCSD review consists of two parts: technical
review by a knowledgeable peer, and
independent review by the Internal Technical
Review Board (ITRB). The technical review is
performed to ensure that the proposed
operation receives a deteded, comprehensive,
review by a knowledgeable peer. The ITRB
review ensures that the progmm requirements
are implemented uniformty throughout Y-12
and ensures that the review is independent.
The reviewers are selected on the basis of
their broad experience.

Y70-160 requires the operations staff to
petiorm field validation checks of the draft
CSA limitsand conditions prior to issuance of
any new CSA. Opemtions staff performs this
validation in conformance to a CSA field
validation checklist. Opemtions personnel
may request the support of NCSD staff as
needed. NCSD staff are also required to
perform an independent NCSD field validation
after completion of the validation checks
conducted by opemtions personnel. They are
also required to complete USQD screening !O
determine if new CSAS conflict with other
safety documentation.

Finding No. 14 determined that several recent
CSAS do not identify requirements pertaining
to necessary criticality safety controls due to
ambiguity or unstated assumptions in the
NCSAa. Hence, the validations performed by
NCSD and operations personnel are
necessary but not sufficient.

Procedure Y70-160, requires that CSAS shall
be verified and validated by operations
personnel to ensure the ability to comply prior
to final approval. Section VLA. 13 fudher
requires operations personnel to authorize
CSA implementation for the effective date
given on the CSA. These requirements are
also consistent with the responsibility for
nuclear criticality safety as noted in Y70-160.

The index of CSAS for each facility had been
updated to reflect the latest revisions as
required by Y70-160. Team members
determined this pmctice was adequate.-

The CSAs required for resumption have been
rawitten or are in the Pmwss of review. The
NCSD superintendent has stated that no
opemtions will commence without a thorough
review and rtiting of CSAS. The principal
concern, howaver, is that too much emphasis
is placed upon reformatting CSAs, while
failure to identify necessary controls in NCSAS
causes them to be omitted as requirements in
CSAS (refer to Appendix B, Form 2, Finding
14).

bauea

The following finding was identified specific to
this performance objective.

F-20-LMES has not performed a CSA
requirement for the Building 9215 machine
shop coolant system nor has LMES property
authorized the deviation.

Concluaiona

The review criteria for this performance
objective have not been met.

CSAs are controlled documents with adequate
configumtion management controls as
required by Y70-160. However, some CSAS
are ambiguous and include unstated
assumptions. Seveml NCSAS do not clearly
define limits for controlled pammeters that are
then not cleafly defined as requirements in
CSAS and opemting procedures.

A CSA requirement for the Building 9215
machine shop =olant system was modified
without written approval documentation.

The priority for remediation of CAAS
deficiencies is unclear. It is based on the
handwritten statement by the Y-12 Plant
Manager which appears in Y/DD-673,
“allocation of resources for this effort must be
integrated, and consistent with the overall set
of priorities established for support of
resumption activities.”
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Recommendations

The failure to perform a CSA requirement for
the Building 9215 machine shop coolant
system may be an indication of similar
problems in other EU Operations facilities.
The assessment team recommends review of
continuing operations to assure that all CSA
suweillanoes and other requirements are met.
Review of CSAs for resumption should inchde
review of NCSAS for adequacy. NCSAS may
have to be revised to identify the controls and
associated limits upon which double
contingency depends.

Necessary limits on parameters that are
subjected to procedural control should appear
as requirements in the NCSA.

5.13 Performance Objective CO-2.5

Workers have ● clear demonstrated
understanding of the compliance
requirements of CSAS. Personnel
responsible for supemising andlor
petiorming facility operations understand
th~ CSA and the facility safety systems
controlled by the CSAS. The utility of the
CSAS has been evaluated for clarity and
user friendliness.

Di8cusslon

The team members interviewed workers and
supewiso~ personnel in assessing this
performance objective. Wokers intemiewed
demonstrated an acceptable understanding of
the compliance requirements with the new
and revised CSAS, despite often confusing
and superfluous requirements. Team
members considered some CSAS
wmbersome, but they should improve as
CSAS are revised to promote clarity and
effectNeness.

The team concluded that site personnel
demonstmte an understanding of procedural
compliance and safety requirements.
Although still maturing, a culture exists that
encourages CSA and proceduml compliance.
LMES personnel have done a lot of wok to
improve the clarity of the new and revised

CSAS and understanding of CSAS.
Inexperienced personnel found one complex
CSA difficult to understand. Effods should
continue to develop a list of requirements in
CSAS that are cJear to workers. Review of
documentation, obssnation of evolutions, and
intewiews with personnel indicate that this
objeotive has been met. (Performance
Objeotive CO-2.6 disousses training
deficiencies related to CSAS.)

hues

No findings, concerns, or observations were
associated with this performance objective.
However, an issue related to this objective is
developed in Appendix B, Form 2, Finding 20,
In this finding LMES modified a CSA
requirement without written approval
documentation. This raises concern about
LMES’S understanding of the need for
formality in modifying compliance
requirements. Performance Objective CO-2.2
also addresses ciarity issues for NCSAS that
could adversely affect continued progress of
improving CSAS.
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Conclusions

The review criteria for this performance
objective have been met.

Recommendations

LMES should oontinue efforts to achieve
otanty in CSAS with particular emphasis on
complex CSAS that describe complex
processes.

5.14 l%rfonnance Ob~ective CO-2.6

All pemonnel have been trnined on the new
and revised CSAS.

Discussion

Team members intenkved a mss section of
site personnel, reviewed numerous
documents, and obsewed several evolutions
in assessing this performance objective.

The review of the tmining progmms and
discussions with LMES personnel among the
vadous LMES departments indicated that the
worker tmining programs emphasize
procedural compliance with regard to CSAS.
The pmgmms give training to floor wwkers on
each revision to either CSAS or procedures,
which would include major changes in
hardware or faoility systems. Training on
lessons learned fmm other industrial operating
experience or other CSA incidents onsite is
less formal. Limited amounts of lessons-
Ieamed type information is provided in annual
refresher courses, during shift and pm-job
briefings, and as required reading (see also
Section 5.16). Ovemll the team members
viewed as adequate the level of fundamental
training on criticality safety fundamentals and
the CSAS to the workers that received the
training.

LMES has made much progress in CSA
awareness and training. Facility opemtors
and dkeot supewiso~ personnel receive
substantial tmining in CSAS including
classroom instrudion, job spedfic training,
fadity walkdowns, and drills. The ovemll level

of CSA awareness is high. The assessment
team observed good CSA tmining programs.

The opemtors’ opinions on reoent ohanges in
CSA training were varied. WMe some saw no
significant change, one opemtor with more
than 15 years of Y-12 work experience
summarized the improvement:

The avemge wwlcer is more
informed now than before. The
emphasis is on safety and mdiation
control. Beck then, there were not
real~ any oontrols on it. Sig ohange.
It’s come a long way, If you’d asked
me then what a CSA was, I’d have
said,”1 don’t have any idea.” I didn’t
have a ctue. You [weren’t] really
informed. Now you can read it for
yomelf. H’s a lot better than it was.
If it doesn’t look right, you can stop
right there and go cheek.

The improvement in tmining was so dmmatic
that this opemtor oould not think of any way to
improve it further.

However, most people estimated that it would
be at least “a couple of years” before the
training is sufficiently universal,
comprehensive, and internalized to be
effective. The team believes several
deficiencies in CSA tmining should be
addressed promptly. To improve
effectiveness, the training progmm could
expand its target audience and continue its
emphasis on prooeduml compliance.

Team members noted that maintenance,
radiition control, technical support, and other
personnel who may direct or instruct opemtors
do not receive suffkient training on the new
and revised criticality safety approvals for
unattended work in key areas. Radiation
oontrol, maintenance, and other technical
support workers receive geneml fissiie worker
“awareness level” tmining and not specific
CSA training in key building areas. Although
CSA defidencies are still sometimes attributed
to maintenance work and support staff
sometimes work with limited opemtions
oversight, CSA tmining is genemliy limited to
Opemtors and their direct supervisors. In
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Conclusions

The review criteria for this performance
objective have been met.

Recommendations

LMES should continue efforts to achieve
cJanty in CSAs with pafiicular emphasis on
complex CSAS that describe complex
processes.

5.14 Performance Objective CO-2.6

AJlpersonnel have been tmined on the new
●nd revised CSAS.

Discussion

Team membens interviewed a cross section of
site personnel, reviewed numerous
ddouments, and obsewed several evolutions
in assessing this performance objective.

The review of the training programs and
discussions with LMES personnel among the
various LMES depatiments indicated that the
worker training pragrams emphasize
procedural compliance with regard to CSAS.
The programs give training to floor wotiers on
each revision to either CSAS or procedures,
which would inchde major changes in
hardware or faoility systems. Training on
fessons ieamed fmm other industrial operating
experience or other CSA incidents onsite is
less formal. Limited amounts of lessons-
Ieamed type information is provided in annual
refresher oourses, during shift and pm-job
briefings, and as required reading (see also
Section 5.16). Overall the team members
viewed as adequate the level of fundamental
training on criticality safety fundamentals and
the CSAS to the wodcers that received the
training.

LMES has made much prograss in CSA
awareness and training. Facility operators
and direct supervisory personnel receive
substantial training in CSAS including
classroom instruction, job specific training,
facilitywalkdowns, and drills. The ovemll level

of CSA awareness is high. The assessment
team obsetved good CSA tmining programs. ,

The operators’ opinions on recant changes in
CSA training wem varied. While some saw no
significant change, one opemtor with more
than 15 years of Y-12 wok experience
summarized the improvement:

The average worker is more
informed now than before. The
emphasis is on safety and mdiation
control. Back then, there were not
really any controls on it Sig change.
It’s come a long way. If you’d asked
me then what a CSA was, I’d have
said,”1 don’t have any idea.” I didn’t ,
have a clue. You [weren’t] really
informed. Now you can read it for
yourself. It’s a lot better than it was.
If it doesn’t look right, you can stop
right there and go check.

me improvement in training was so dmmatic
that this operator could not think of anyway to
improve it further.

However, most people estimated that it would
be at least “a couple of years” before the
training is sufficiently universal,
comprehensive, and internalized to be
effective. The team believes several
deficiencies in CSA training should be
addressed promptly. To improve
effectiveness, the tmining progmm oould
expand its target audience and oontinue its
emphasis on procedural compliance.

Team members noted that maintenance,
radation control, technical support, and other
personnel who may direct or instruct opemtors
do not receive sufficient tmining on the new
and revised criticality safety approvals for
unattended W@ in key areas. Radiation
control, maintenance, and other technical
support workers recaive geneml fissile worker
“awareness level” tmining and not specific
CSA training in key building areas. Although
CSA deficiencies are still sometimes attributed
to maintenance work and support staff
sometimes work with limited opemtions
oversight, CSA training is genemlly limited to
operators and their direct supervisors. In
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addition, CSA training is limited for other

Wmtions stsff who may di~ct Or instruct the
floor workers.

In some cases, the criticality safety
information given to support staff is too
narrowty defined; information on surrounding
work areas is often not given. The team
concluded that some support workers do not
always receive the continuing tmining in
significant facility systems and component
changes, and in applicable procedure
changes, that they probabfy need. In addition,
cumenttraining has not yet produced a safety
cutture among workers that prevents criticality
safety deficiencies and ensures proper
response if deficiencies occur.

The review cfitenon states that the safety
culture should encourage workers to stop
work and inform supewisors when a
procedural noncompliance occurs. An
effective safety culture would also prevent
emxs end lead to greater WA place diligence
and fewer emor-prone situations. Partly
because new training programs are not
universalityavailable and have been in place a
short time, the change in safety culture has
not progressed to the desired level.
Moreover, the training program is not yet fully
effective in comecting identified performance
problems. For example, the team observed
that easily preventable deficiencies still occur,
and workers do not atways stop work and
inform supemisors immediately when a
deficiency i_sdetected.

The team heard evidence of
cultures in the workplace:

●

●

●

The “experienced-based’
knowledge but lacks
opemtions discipline

at least three

culture values
conduct of

The “procedure-based” culture values
procedures that ensure consistent
opemtions, but can discount worker
experience and WO* team insights

The “need-to-know based” culture values
prevention of wo~er overconfidence, but
the lack of safety limit knowledge can
also result in unnecessary errors.

VWie each cutture has positive elements, the
process of melding the best features of each
into one effective safety culture is not yet
complete. Team members also noted that
jokpecific titicality safety tmining programs
are compartmentalized, reducing
effectiveness.

l?w review aiterion states that training should
include applicable, seldom-used knowiedge
and skills, and other tmining to cmect
identified performance problems. The new
pbspecik CSA training progmms in place or
in development are significant improvements
over past pmctices and do incorporate these
two training elements of the criterion. LMES
has developed sevemi creative training
concepts, but the team did not find a
mechanism for trainers to share these good
practices among organizations.

The review criteria also states that training
should inctude appliatble industry opemting
experience. The assessment team noted that
this tmining element is unevenly applied,
probabty because incorpomtion of lessons
learned is often informal. Performance
Objective CO-4.O of this report fudher
addresses this obsewation.

I’asues

The following finding, concern, and
observation were identified specific to this
peflonmance objective.

F-1 7-Maintenance, mdiation control,
technical support, and others who may direct
or instruct opemtors do not receive sufficient
training on the new and revised CSAS for
unattended WO14Cin key areas.

G18-Current training has not yet produced
a safety culture among wotiers consistent
with DOE 5480.19 to prevent critkality safety
deficiencies and ensures proper response if
deficiencies occur.

O-1 Hobspecific criticality safety training
progmms are Compadmentalized, reduces
effectiveness.

21



Task 2 Asaesament
Oak Ridge Y-12 Facility- DNFSB gu

Drums and Storage Array

Conclusions

The review criteria for this performance
objective have not been met.

Recommendations

Operations personnel should ensure that
support organization work in their facility is
performed within the same limits of operation
mandated for the applicable CSA. If a
maintenan- adivity needs to be petformed in
an MM, the faality opemtions group needs to
ensure the worker(s) are trained in CSAS and
understand the area controls. If not,
personnel need to be escorted to ensure CSA
limits and conditions are not challenged.
LMES should cJarifycritioslity safety postings
to summarize key opemting limits for woti
areas and inolude support staff in pm-job
briefings where job-specific CSA questions
and ooncems oan be addressed. Support
organizations should review job-task analyses
to determine if, at a minimum, support worker
training should inolude tmining in the umbrella
CSAS. LMES should encoumge workplace
teams that inctude opemtions and supped
staff.

LMES should produce a unified safety culture
by promoting respect for experienced workers’
insights, for use of disciplined worl( pmctices,
for detailed and aocumte procedures, and for
team identification of emor prone conditions in
the workplam.

Lessons learned should be used as a basis
for discussions to improve teamwork and

anticipate problems. The assessment team
recommends that a site-wide forum for
training coordinators be established to
communicate both problems and successful
tmining ideas, such as the drill progmms
developed for some facilities (Building 9720-
5). The team believes that a more extensive
ctassroom use of lessons learned from the
site, the DOE oornple% and industry operating
experience oould enooumge lively case study
discussions beneficial to prooedure
compliance, accident pmtvention, safety
culture development, team building, and
communiostions.

5.15 Performance Objeotive CO-3.O

LMES has identified the root cause of
identified violations ●nd ●stablished
corresponding comeotive ●otions

Discussion

Team members reviewed the results of the
LMES evaluation and the LMES near-term
initiatives, and the oomeotive aotions
associated with Y/AD-622, Type C
Investigation, the internal LMES repofi entitled
Evaluation of Criticality Safety Discrepancy
Data, the Plan for Continuing and Res~’ming
Opemtions, and the completed Readiness
Assessments in assessing this performance
objective. In addtion, the team independently
determined the root cause of the CSA and
OSR occunwwes identified since stand down
of the facility.

Many factors led to the identification of the
following root cause of the precipitating event,
identified after evaluation of the results of a
CSA walkdown and seveml repods prepared
by expetis external to LMES:

Mys in implementing a atandanis-
besed, compliance cuttum and
administrative and physical controls
neoessary to ensure that activities
are periiwmed within the approved
facility aatbty basis established a
WO* environment in which
supemkom, operators, and technical
staff t%iledto note and rwact properly
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Drums and Storaga Array

Conclusions

The review criteria for this performance
objective have not been met.

Recommendations

Operations personnel should ensure that
support organization work in their facility is
performed within the same limits of operation
mandated for the applicable CSA. If a
maintenance activity needs to be performed in
an hMu+,the faaiii operations group needs to
ensure the wo~er(s) are trained in CSAS and
understand the area controls. [f not,
personnel need to be escorted to ensure CSA
limits and conditions are not challenged.
LMES should clarify criticalitysafety postings
to summarize key opemting limits for work
areas and include suppoti staff in pm-job
briefings where job-specific CSA questions
and ooncems can be addressed. Supped
organizations should review job-task anatyses
to determine if, at a minimum, support worker
training should include training in the umbrella
CSAS. LMES should encoumge workplace
teams that include opemtions and support
staff.

LMES should produce a unified safety culture
by promoting msped for experienced workers’
insights, for use of disciplined work practices,
for detailed and accurate procedures, and for
team idantkation of emor prone conditions in
the workplace.

Lessons learned should be used as a basis
for diswssions to improve teamwork and

anticipate problems. The assessment team
recommends that a sitewide forum for
training coordinators be established to
communicate both problems and successful
tmining ideas, such as the drill programs
developed for some facilities (Building 9720-
5). The team believes that a more extensive
classroom use of lessons learned from the
site, the DOE oomple~ and industry opemting
experience could encoumge lively case study
diswssions beneficial to prooedure
compliance, accident prevention, safety
wlture development, team building, and
communications.

5.15 Performance Objective CO-3.O

LMES has identified the root cause of
identified violations ●nd established
comesponding comactive ●ctions

Discussion

Team members reviewed the results of the
LMES evaluation and the LMES near-tenm
initiatives, and the corrective actions
associated with WAD-622, Type C
Investigation, the internal LMES report entitled
Evaluation of Criticality Safety Discrepancy
Data, the Plan for Continuing and ResL’ming
Opemtions, and the completed Readiness
Assessments in assessing this pedonnance
objective. In addtion, the team independently
determined the root cause of the CSA and
OSR occurnencss identified since stand down
of the facility.

Many factors led to the identifiostion of the
following root oause of the precipitating event,
identified after evaluation of the results of a
CSA walkdown and several reports prepared
by experts external to LMES:

Ways in im~ementing a standatds-
bssed, compliance culture and
administratiw and physical controls
necwssary to ensure that activities
am performed within the approved
facility saibty bask established a
work environment in which
supemsors, opemtm, and technical
staff kikd to note and react pmpetiy
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to noncompliances with safety-based
mqu/hW7ents.

The tools used to help determine the root
cause were barrier analyses (Type C
Investigation), critiques, OSR/CSA
nonconformances, and the observations of
mentors, the Nuclear Criticality Safety
Committee, and consultants. The
assessment team considers the methodology
of the review process to be thorough for the
precipitating event. However, the identified
mot cause does not appear to directly address
the original CSA infraction. Correcting the
identified root cause could prevent recumence
of the deficiencies, but implementation may be
difticuttbecause the identified root cause is so
broad.

A formalized and documented root cause
analysis existed for the Type-C Investigation,
external audit findings, and selected violations
and discrepancies that were classified high
risk by the Issues Management Review Board.
No formalized root cause analysis was
identified that suppofied the causal factors
and conwtive ati”ons of the other documents.

LMES Y-12 Quality Assurance Procedure
Y60-162, Root Cause Analysis, requires that
a root cause analysis be performed for
Category Level 4 occurrences (e.g., NCS
deficiencies) that are repetitive or generic. A
review of the deficiencies and Level 4
occwences since stand down indicated that
many could be classified as repetitive.
Despite this indication, the team could find no
documented root cause analysis of these
incidents/deficiencies. These repetitive
incidents may indicate that the corrective
actions did not address the actual root
cause(s) of the problems. The failure to
perform root -use analyses on these
inadents was inconsistent with the
requirements specified in Y60-162, Appendix
C. In addition, the team could identify no
pmceduralized trending program that required
development of a root cause analysis for
trends of NCS deficiencies. Interviews w’th
various site personnel confirmed this
obsewation.

The assessment team conducted a review of
a representative sample of the Y-12 corrective
actions. In many cases, the corrective actions
were either incomplete or pending
implementation. This is particularityevident in
regard to the corrective actions associated
with the recent readiness assessments. For
the remaining items, either not enough time
has transpired since implementation, or the
corrective action will take an extended period
before effectiveness can be detemnined.

The assessment team selected for review
saved completed comective actions that were
the result of the NCS deficiency walkdown,
completed readiness assessments, items
identified prior to the September 22, 1994
event, NCS deficiencies identified in 1995,
and various internal reviews. Overall, the
corrective actions associated with the
readiness assessments appeared to address
the findings, but they were not atways
supported by a documented root cause
process. For those cmective actions
supported by a root cause process, the
analysis often did not fully identify all the root
and contributing causes and causal factors.

Site procedures provide a methodology for
detailed root cause analyses. A review of the
closure evidence files resulted in an
obsewation similar to the one identified by the
DOE-OR readiness assessment. The DOE-
OR finding addressed the inadequacies of the
corrective action program as it related to
evidence files that supported closure of
identified issues. (Reference DOE Readiness
Assessment Finding MG3-2.)

The assessment team performed an
independent root cause anatysis for four
CWVOSR occwmnces that were documented
as final reports on the ORPS system. The
analysis was based upon information
contained in the ORPS reports. Atthough
seveml minor inmnsistendes m“sted between
the results of LMES analyses and the
“Wependent analyses, the team considers the
methodology of the mot cause process used
by LMES for these violations to be thorough.
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issues

The following finding and obsewations were
identified specific to this petiormance
objective.

F-02-LMES is not performing a formalized
root cause analysis for repetitive NCS
deficiencies.

O-12—The root oause identified by LMES in
Y/DD-679 is too broad in scope to allow for
effective implementation of corrective actions.

O-214RPS reports emphasize detection of
problems instead of the analysis of the causes
and chronology of problems.

O-22-Final ORPS reports are not always
submitted within the 45 day requirement,

Conclusions

The review criteria for this performance
objective have not been met. Since a
documented root cause analysis process was
not used in all instances, the assessment
team could not be sure the appropriate
corrective actions were identified to preclude
recumsnce of events. In many oases, the
comective actions LMES identified were
incomplete or pending implementation, or
closure documentation was not in evidence.
Repeated violations may continue to occur if
the corrective actions documented in the
Energy Systems Action Management System
(ESAM) database address only the causal
factors of identified deficiencies. It is
inconclusive at this time whether they will
provide overall long-term improvement.

Recommendations

LMES should perfotm a formalized root cause
analysis using the information gathered as a
result of previous investigations by an
independent party for the precipitating event of
September 22, 1994 and the resultant
walkdown deficiencies. The results can be
used to identify corrective adlons to address
directly the NCS deficiencies, LMES should
also perform and document a formal root

cause analysis for repetitive nucJear criticality
incidents and deficiencies. The analysis
should be of suffiaent de~ll to identify the root
causes, contributing oauses, causal factors
and associated cmective actions.

A guidance document should be developed
that defines when to peflonn a root cause
analysis for repetitive or generic trends related
to NCS deficiencies. The document should
provide for the establishment of corrective
actions and the sharing of lessons learned
across the site. The assessment team
recommends that Y60-162 be revised to
inolude the TapRooP analysis process.

LMES should create a pmcedurslized trending
program that provides guidanm for the
development of a formalized root cause
analysis for repetitive and/or generic trends
associated with CSA deviations, LMES
should also perform an effectiveness review of
the corrective actions for applicable Y-12
facilities six months after resumption.

5.16 Performance Objective C04.O

The applicabilii of ●xperience gained from
Iossons learned at Rocky Flats
Building 771, Sequoyah Fuels Corporation,
Pantex, ●nd Los Alamos TA-55 has been
incorporated into Y-12 pmctices and
procedures.

Discussion

me assessment team raviewed program
documents, procedures, required reading and
tmining and did formal and informal
intewiews, observed selected evolutions,
reviewed LMES infractions ●nd associated
lessons learned and reviewed the lessons
learned from Rocky Flats Building 771,
Sequoyah Fuels Corpomtion, Pantex and Los
Alamos TA-55. During the review the team
observed seveml good pmctices and noted a
signifkant trend toward increased use of
lessons learned in tmining and procedure
development. Favomble pmctkes included:
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issues

The following finding and observations were
identified specific to this performance
objective.

F-02-LMES is not performing a formalized
root cause analysis for repetitive NCS
deficiencies.

O-1 2—The root oause identified by LMES in
Y/DD-679 is too broad in scope to allow for
effective implementation of corrective aotions.

021+RPS reports emphasize detection of
problems instead of the analysis of the causes
and chronology of problems.

O-22-Final ORPS repofis are not always
submitted within the 45 day requirement.

Conclusions

The review criteria
objective have not

for this pedonnance
been met. Since a

documented root cause analysis prooess was
not used in all instances, the assessment
team could not be sure the appropriate
m’rective actions were identified to prectude
recumence of events. In many cases, the
ccmective actions LMES identified were
incomplete or pending implementation, or
olosure dowmentation was not in evidence.
Repeated violations may continue to occur if
the corrective actions documented in the
Energy Systems Action Management System
(ESAM) database address only the causal
factors of identified deficiencies. It is
inconclusive at this time whether they will
provide overall long-term improvement.

Recommendations

LMES should perform a formalized root cause
analysis using the information gathered as a
result of previous investigations by an
independent party for the preapitating event of
September 22, 1994 and the resultant
walkdown deficiencies. The results can be
used to identify corrective actions to address
directly the NCS defidenoies. LMES should
also petionn and document a formal root

cause analysis for repetitive nuclear oriticslity
incidents and deficiencies. The analysis
should be of suffiaent detiil to identify the root
causes, contributing causes, causal factors
and associated cmective actions.

A guidance document should be developed
that defines when to peflorm a root cause
analysis for repetitive of 9eneric trends related
to NCS deficiencies. The document should
provide for the establishment of corrective
actions and the sharing of lessons learned
aoross the site. The assessment team
recommends that Y60-162 be revised to
inctude the TapRoo~ analysis process.

LMES should oreate a pmcaduralized trending
program that provides guidance for the
development of a formalized root cause
analysis for repetitive andlor generic trends
associated with CSA deviations. LMES
should also perform an effectiveness review of
the corrective actions for applicable Y-12
facilities six months after resumption.

5.16 Performance Obje*”ve C04.O

The applicability of experience gained from
lessons learned at Rocky Flats
Building ~1, Sequoyah Fuels Corporation,
Pantex, and Los AJamos TA&! has been
incorpomted into Y-12 pmotices and
procedures.

Discussion

The assessment team reviewed program
documents, procedures, required reading and
training and did formal and informal
intewiews, obsewed selected evolutions,
reviewed LMES infractions and associated
lessons learned and reviewed the lessons
learned from Rocky Flats Building 771,
Sequoyah Fuels Corporation, Pantex and Los
Alamos TA-55. During the review the team
obsemed several good practices and noted a
significant trend toward increased use of
lessons learned in training and prooedure
development. Favomble pmcticas inctuded:
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● The plant staff recognizes an LMES
computerized lessons learned program
as a source of information.

● Operating and support staff at all levels
understand the importance of lessons
learned and strive to use lessons learned
appropriately.

● Operators understand the importance of
the lessons learned program. Operators
are enthusiastic when one of “theit’
lessons learned results in a procedure
change and improvement in operations.

● Dsity shift crew briefings and the required
reading program effectively distribute in-
facility lessons learned.

● The operations staff intewiewed were all
aware that a culture change to a
“Conduct of Operations” style is
occurring. Operators and supemisors
favored the change. Management and
support staff suppofi continuing culture
change.

● All opemtors, supewisors, managers, and
support staff intemiewed understand the
importance of promptly repoding
procedure infractions.

● A number of LMES senior management
in Y-12 have been on site less than one
year. They bring extensive experience in
Conduct of Operations and lessons
learned; however, they are not yet
thoroughly familiar with Y-12 operations.
As they become more familiar with
operations, the culture change should
accelerate.

● The DOE Facility Representative
Progmm appears sound. Facility
Representative experience in nuclear
opemtions ranges from 6 to 21 years. All
Faalii Representatives are provisionally
qualified and scheduled for full
qualification from May 9, 1996 through
Juty 8, 1996.

LMES has made significant progress in
developing a procedure-based opemtion.

Facilities that have resumed limited operation
are most advanced in “changing wlture” and
developing the desired new opemting style.
However, seveml issues were identified during
the assessment.

Compartmentalization of information inhibits
flow of lessons learned. While the
assessment team noted good pmcticas, for
example, it did not obseme routine inclusion of
lessons learned in shift crew/operator
briefings and mechanisms to communicate
lessons learned mpidly across organization
lines.

Lessons learned follow the management
chain, which can serve as a filter, removing
information as it moves up or down the line
organization. Some line organizations have
placed current criticality safety lessons
learned in required reading. This information
is in the required system in EU Operations
because of the initiative of the operations
manager. But LMES does not have a formal
system to identify and include lessons learned
from one facility in the required reading for
another facility or a support organization (e.g.,
Radiation Control, NCSD, Fire Protection, or
Maintenance).

The plant-wide lessons learned system does
not include a significant number of relevant
criticality safety lessons learned. Significant
safety lessons learned should be captured
from Y-12, LMES, other DOE facilities, and
commercial facilities. Procadumi developers,
operators, and the line organization all cited
the LMES plant-wide lessons learned system
as a source of information. However, the
plant-wide system does not include DNFSB
findings or lessons learned from recuting
nuclear criticality safety incidents.

Root cause anatysisdoes not always mate a
Idssons learned finding that is distributed or
communicated to opemtors and the line
organization.

Although Y-12 has addrassed many of the
lessons learned from other recent events,
seveml Y-12 deficiencies were identiled. The
follow”ng table (Lessons Learned Matrix)
summarizes the lessons learned from Rocky
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Flats Building 771, the Sequoyah Fuels
Corporation, Pantex and Los Alamos TA-55
that Y-12 has not incorporated into its
procedures and practices.

ksues

The followhg findings and observations were
identified.

F-OMMES’S lessons learned program is
deficient in measuring operational
performance improvement and program
effectiveness and in integrating the program
throughout the management chain and across
functional areas for nuclear criticality safety.

F-15-LMES has not fully addressed the
examples of lessons learned from other sites.

O-01-The Plan of the Day meeting does not
include representation from all required
support organizations.

O-l O-Contaminated combustible waste
storage in nuclear facilities presents a
housekeeping problem and potential safety
issues.

Conclusions

The review criteria for this performance
objective have not been met. Although LMES
has an established program that can
incorporate lessons learned from operating
experience from both internal and external
events, lessons learned for nuolear criticality
safety have not been incorporated in the
program. An effective program should provide
for more mpid and consistent flow of lessons
learned informationfrom facitii to faoility. Key
lessons learned from reoent DNFSB
recommendations need to be addressed.

The assessment team reviewed Appendix F of
the Implementation Plan for the Ctiticelity
Safety Assessment, and each of the lessons
bamed identified was evaluated to determine
if Y-12 continued to have similar problems.
Examples are depicted in the following table in
whioh the team determined that Y-12 was
defioient for this performance objective.

In addition, the following observations were
developed based on the review.

● All required suppoti organizations are not
always included in plan of the day. As a
result support personnel may be late
reporting for an evolution and require a
separate briefing, which may not include
lessons learned.

● Contaminated waste is stored in facilities
due to Iaok of opemting assay equipment.
Moat assayed waste can be disposed as
low level waste. Stored waste presents
potential fire protection and housekeeping
issues.

Recommendations

LMES should address each of the findings
listed above and provide comective actions
that ensure that Y-12 Nuclear Criticality Safety
is included in the lessons learned program,
that lessons learned from other facilities have
been addressed, and that lessons learned
flow from facility to faoility.
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Flats Building 771, the Sequoyah Fuels
Corporation, Pantex and Los Alamos TA-55
that Y-1 2 has not inccvporated into its
prooadures and practices.

ISSues

The follow”ng findings and obsewations were
identified.

F-OWES’S lessons learned program is
deficient in measuring operational
performance improvement and program
effectiveness and in integrating the program
throughout the management chain and across
functional areas for nuclear criticality safety.

F-1 5-LMES has not fully addressed the
examples of lessons learned from other sites.

OW—The Plan of the Day meeting does not
include representation from all required
support organizations.

O-lMontaminated combustible waste
storage in nuclear facilities presents a
housekeeping problem and potential safety
issues.

Conclusions

The review criteria for this pedormance
objaotive have not been met. Although LMES
has an established program that can
inco~orate lessons learned from operating
experience from both internal and external
events, lessons learned for nuclear criticality
safety have not been incorporated in the
program. An effective program should provide
for more rapid and consistent flow of lessons
learned information fmm faalii to faoility. Key
lessons learned from recent DNFSB
recommendations need to be addressed.

The assessment team mviawed Appendix F of
the Implementation Plan for the Criticality
Safety Assessment, and each of the lessons
learned identified was evaluated to determine
if Y-12 continued to have similar problems.
Examples am depicted in the following table in
which the team determined that Y-1 2 was
defiaent for this performance objective.

In addition, the following obsemations were
developed based on the review

● All required suppoti organizations are not
always inoluded in plan of the day. As a
result support personnel may be late
reporting for an evolution and require a
separate briefing, whioh may not include
lessons learned.

● Contaminated waste is stored in facilities
due to lack of opemthg assay equipment.
Most assayed waste can be disposed as
low level waste, Stored waste presents
potential fire pmt-”on and housekeeping
issues.

Recommendations

LMES should address each of the findings
listed above and provide corrective actions
that ensure that Y-12 Nuclear Cntioaiity Safety
is inchded in the lessons learned program,
that lessons learned from other facilities have
been addressed, and that lessons learned
flow from facility to faoility.
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6.0 CONCLUSIONS The Task 2 Assessment Team reached the
following conclusions.

The team members identi~ed twelve Findings,
three Concerns, and seven Observations. ●

These were based on reviews of procedures,
previous contractor readiness assessments,
contractor evaluations, corrective action plans,
and closure documentation, intewiews with
various contractor and DOE personnel, and ●

obsewations of evolutions. Team members
used the review criteria and expectations of
the petiormance objectives identified in the ●

Cticality Safety Assessment Program for
Defense Nuclear Facilities Safety Board
Recommendation 94-4, Revision 1, to assess
the Y-12 Site. The contractor and DOE met
the review criterion for nine of the sixteen
performance objectives. The following table ●

illustrates the results of this assessment.

1

ttonl

II

Crituh Finding,Concernor
S8tisrii o~

co-1.1 Y89 C44, 0-03
●

co-1.2 Ye9 None
\

CO-1.6 I Ye8 I NoM

co-1.7 Y@8 Nom

co-1.8 Y08

CO-21 Ym

co-2.2 No F47, F-11,F-13,F-14

CO-2.3 I No I F-16

CO-24

CO-2.5

CO-26 No F-17,C-16,0-19

CO-3.O No F4)2,0-12,0-21,O-Z

CO-4.O No I F46, F-15,0-01,0-10

●

The resumed facilities are operating
safely and many self improvement plans
exist to upgmde opemtions in other
facilities.

LMES has made significant progress in
developing a procedu-based operation.

The existing path forward chosen by the
contmctor to resolve the prior OSR and
CSA problems will likely continue to result
in CSA deficiencies after resumption of
opemtions at the Y-12 facilities.

Most of the progress made in OSR and
CSA implementation at the Oak Ridge Y-
12 Plant has been incremental, focusing
on the existing system of OSRS and
CSAS, instead of addressing the
fundamental difficulties and problems
with the existing system that led to the
1994 incident.

Progress has been very slow in
establishing the documentation
suppotiing the safety basis for certain
facilities, making it difficult to develop
OSRS as required by DOE Orders,

The structure, format, and content of the
OSRS and criticality safety evaluations,
approvals, and requirements are far from
optimum. The approaches taken at Y-12,
while safe, are oflen far from the best
practices of either the commemial nuclear
industry or the DOE complex. The
assessment team is pafiicularly
concerned about the structure of the
OSRS, the technical content of the
criticality safety evaluations, the
identification of criticality safety
requirements in the dticality safety
approvals, and the postings of the
criticality safety requirements in the
facilities,

Although the site is fulfilling its
resumption oriented commitments,
operations at Y-12 have not benefited
fully from prior assessments’ corrective
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6.0 CONCLUSIONS

The team members identified twelve Findings,
three Concerns, and seven Observations.
These were based on reviews of procedures,
previous contractor readiness assessments,
contmctor evaluations, ccmctive action plans,
and closure dowmentation, interviews with
various contractor and DOE personnel, and
obsewations of evolutions. Team members
used the review criteria and expectations of
the performance objectives identified in the
Criticality Safety Assessment Program for
Defense Nuclear Facilities Safety Board
Recommendation 94-4, Revision 1, to assess
the Y-12 Site. The contractor and DOE met
the review criterion for nine of the sixteen
performance objectives. The following table
illustrates the results of this assessment.

1 1

co-1.1 Ym C-04, 0-03 I

I CO-1.2 I Y“ I Nom I
I CO-1.3 I Y“ I NoM I

F46, F49, C-OS

ccl .5 Ye9 None

CO-1.6 Ye8 ‘Nom

co-1.7 Yoa Nom
I

I CO-23 I No I F-16 I

I CO-24 I No I F-20 I

co-25 Ym Nom
I

The Task 2 Assessment Team reached the
following conclusions.

The resumed facilities are operating
safely and many self improvement plans
exist to upgrade operations in other
facilities.

LMES has made significant progress in
developing a procedure-based operation.

The existing path fonfuard chosen by the
contmctor to resolve the prior OSR and
CSA problems will likely continue to result
in CSA deficiencies after resumption of
opemtions at the Y-12 facilities.

Most of the progress made in OSR and
CSA implementation at the Oak Ridge Y-
12 Plant has been incremental, focusing
on the existing system of OSRS and
CSAS, instead of addressing the
fundamental difficulties and problems
with the existing system that led to the
1994 incident.

Progress has been very slow in
establishing the documentation
supporting the safety basis for certain
facilities, making it difticult to develop
OSRS as required by DOE Orders.

The structure, format, and content of the
OSRS and cn?icality safety evaluations,
approvals, and requirements are far from
optimum. The approaches taken at Y-12,
while safe, are often far from the best
practices of either the commercial nuclear
industry or the DOE complex. The
assessment team is particularity
concerned about the stmcture of the
OSRS, the technical content of the
criticality safety evaluations, the
identifi~tion of criticality
requirements in the criticality
approvals, and the postings
criticality safety requirements
facilities.

safety
safety

of the
in the

Although the site is fulfilling its
resumption oriented commitments,
operations at Y-12 have not benefited
fully from prior assessments’ corrective
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and interim actions. The use of root
cause anatysis was inconsistent, and the
site may not have identified the
necessa~ corrective actions to preclude
recurrence of events and provide overall
long-term improvement.

● Y-12 has not yet established a working,
accessible lessons learned program to
help the operations system. Although the
contractor has an established program
that can incorpomte lessons learned from
operating experience from both internal
and external events, lessons learned for
nuclear criticality safety have not been
incorporated in the progmm.

● The safety culture change at Y-12 is
incomplete. Some pockets of success
are evident, largely in the resumed
operations, but the change in other
facilities remains to be proven. The
change in safety culture has not
progressed to the desired level, and the
training progmm is not yet fully effective
in mrrecting identified performance
problems. Easily preventable
deficiencies still occur, and workers do
not always stop wok and inform
supewisors immediately when they detect
a deficiency.

In summary, the contmctor and DOE still have
much work to do concerning OSR and CSA
adequacy and compliance. Many
weaknesses identified in Recommendation
94-4 are still evident at the Y-12 Plant.
Although site personnel have shown a
willingness to correct the root cause of these
deficiencies, significant programmatic
improvements concerning OSRS and CSAS
am not fully evident at this time. Y-12 has not
yet institutionalized the needed program
improvements and culture changes needed to
ensure an acceptable level of safk+tyfor the
long-term.
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Criticality Safety Analysis 18092, High
Capacity Evaporator Operation, 3/29/95
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Criticality Safety Approval 18094,
Controlling, Transferring, and Salvaging
Enriohed Uranium Samples and
Standanis Outside the Umnium Area
(UA)
Criticality Safety Approval 18221, SNM
Vehicte Loading and Shipping, 5/7/95
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Nonmmbustible Waste
Criticality Safety Approval 18268
CriticalitySafety Appmvel 18294, Building
B-2, B-2E, approved Oct. 11, 1995
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30



4



Task 2 Assessment
Oak Rdge Y-12 Facility- DNFSB 94-4

Stomge, and Shipment Activities at the Y-
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Maintaining Acoess to Nuctear Weapons
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Reference Book
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10/1 7195
DOE Order 5000.3B Occurrence
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DOE YSORT Findings Status Report,
10/1 7/95
DOE-NE-STD1OO4-92, Root Cause
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Washington, D.C., February 1992
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Technical Reviews, Verifications,
Validations, and Approvals, 10/16/95
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ESS-CS-102, Nuolear Criticality Safety
Approval, Revision 1
ESS-CS-103, Nuclear Criticality Safety
Calculations
ESS-MS-131 , Integrated Resource
Management Systems, Revision 2
ESSQA-16.1, Cenwctive Aotion Program
ESS-QA-16.2, Root Cause Analysis,
Revision 2
ESS-QA-16.3, Lessons Learned

ESS-QA-16.4, Energy Systems Action
Management System (ESAMS), Rev. O,
08/03/92
Evaluation of Criticality Safety
Discrepancy Data, Internal Memo,
10/12/94, From: S. G. Snow To: T. R.
Butz, M. K. hdomw

Evaluation of the Nuclear Micality Safety
Program at the Y-12 Plant, Maroh 21
through April 5, 1995
Facility Representative Assessment
Schedule, September, October,
November 1995, DOE-YSO.
Guidelines for Preparing Criticality Safety
Evaluations at Department of Energy
Non-Reactor Nuclear Facilities,
September 1, 1992
Implementation Plan for Defense Nuclear
Facilities Safety Board Recommendation
94-4, Deficiencies in Criticality Safety at
Oak Ridge Y-12 Plant, Febmary 1995
Internal Conespondence, C. C. Edwards
to T. R. Butz, Management Plan for
Resumption Criticality Safety Approvals,
February 8, 1995
Internal Correspondenoe, G. D. Ellis et.
al. to C. C. Edwards, Proposed
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Criticality Safety Approvals, January 31,
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Requirements dated 03/15/95, 7128/95
internal LMES memorandum, Spears to
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Requirements dated 03/15/95, 5/18/95,
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Internal LMES memorandum, Speara to
Y2GNM-09-002 Contmllad Copy Holders,
Change Diredive for Y20-NM-01-09-002,
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Transfers), dated 07-2&95, 6/1 5/95
Interoffice Memorandum Draft, D. A.
Reed to R. M. Keyser, CS Analysis -
Conformance to Standards, November
17, 1994
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Interoffice Memorandum, J, A. Kreykes to
G. L. Pfennigwerth, Equipment Without
CSAS, APfil 7, 1995
ITRB Lessons Learned for September
1995
Job Qualification Requirements and Job
Descriptions for MM Area, Disassembly
and Assembly Operations, notebook
Job Qualification Requirements and Job
Descriptions for MAA Area, Warehouse
Operations, notebook
Listing of Active Criticality Safety
Approvals (U) for 9204- 2/2E Operations
Department dated 10/16/95; Active
Criticality Safety Approvals (U) for 9204-
4, 9/22/95; and Active Criticality Safety
Approvals NucJear Material Safeguarded
Shipping and Storage, 9/22/95.
Martin Marietta Energy Systems, Inc.
Readiness Assessment Implementation
Plan for the Resumption of Receipt,
Storage, and Shipment of Special
Nuclear Materials at the Oak Ridge Y- 12
Plant
Minutes of Central Safety, Health,
Environmental Affairs Committee, Oct.
11, 199510:30 AM -12:00 AM
Minutes of Criticality Incident Review
Meeting, Sept. 6, 1995,3:00 PM
MMES Standard, Nuclear Criticality
Safety Program Elements, 2/1 3/93
Nuclear Criticality Safety Deficiency
Repofts
Nuclear Facility Operations Safety
Assessment Team Report Draft for Rocky
Flats Environmental Technology Site,
March 27, 1995
Occurrence Reporting and Processing
System (ORPS) printout of events from
9/22/94 through 10/3/95
OJT Lesson Plan: Criticality Safety
Approvals (CSAS) for DSO
Organization Chatis for DSO dated
6/15/95.
ORO-MMES-Y12DEFPGM-1 994-0019
ORO-MMES-Y12DEFPGM-1994-0020
ORO-MMES-Y12DEFPGM-1994-0021
ORO-MMES-Y12DEFPGM-1994-0022
0RO-MMES-Y12DEPGM-1994-O022,
Conduot of Opemtions concerns, lMay
Report
0RO-MMES-Y12DPMGMT-1995-OO02
(OSR violation, 12 CSA violations)

0RO-MMES-Y12NUCLEAR-1 995-0002
(CSA violation, 5 30-gallon drums stored
on 1 pallet)
0RO-MMES-Y12NUCLEAR-1 995-0003
(OSR violation, TSR not completed on
CAM)
ORO-MMES-Y1 2NUCLEAR-1995-OO04
(TSR on fire protection system not
completed)
0RO-MMES-Y12NUCLEAR-1 99$0008
(Unauthorized prowdure change)
ORO-MMES-Y12NUCLEAR-1995-001 1
(OSR violation, TSR on ventilation
system fire suppression not performed)
0RO-MMES-Y12NUCLEAR-1 995-0020
(CAAS not audible in roof top fan
housing)
0RO-MMES-Y12SITE- 1994 -O022’
(September 22, 1994 event description)
0RO-MMES-Y12SITE-1994 -O041
(September 22, 1994 event description
update)
OSR for 9204-2 and 92W2E W, Y/TS-
1314, Rev. 1, Sept. 18, 1995
OSR-63
Pantex Conduct of Opemtions Review
Paradies, M., L. Unger and D. Busch,
Root Cause Tree Usets Manual, System
Improvements, Inc., Revision. 2, 1991
Performance Document Checklist (PDC)
for On-the-Job Tmining
Plant Criticality Safety Committee, 1992
Annual Criticality Safety Review, Finding
2: Criticality safety signage is
inadequate.
Plant Criticality Safety Committee, 1993
Annual Review
Pre Fire Plan Package Building 9204-2E,
Rev. 4, 2/23/95
Pre Fire Plan Package Building 9204-4,
Rev. 1, 4/01/95
Pre Fire Plan Package Building 9206,
Rev. O, 9/30/92
Pre Fire Plan Package Building 9720-5,
Rev. 1, 9/26/95
Pm-Job Bfiefing Record: Processing
Waste Water using a Building 9212 High
Capacity Evapomtor
Readiness Assessment For the Recuipt,
Stomge, and Shipment of Special
Nuclear Materials at the Oak Ridge Y-12
Site, Volume 11, 1995, USDOE,
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Interoffice Memorandum, J. A. Kreykes to
G. L. Pfennigwer&h, Equipment Without
CSAS, April 7, 1995
ITRB Lessons Learned for September
1995
Job Qualification Requirements and Job
Descriptions for MAA Area, Disassembly
and Assembty Operations, notebook
Job Qualification Requirements and Job
Descriptions for MAA Area, Warehouse
Opemtions, notebook
Listing of Active Criticality Safety
Approvals (U) for 9204- 2/2E Operations
Depaflment dated 10/16/95; Active
Criticality Safety Approvals (U) for 9204-
4, 9/W95; and Active Criticality Safety
Approvals Nuclear Material Safeguarded
Shipping and Storage, 9/22/95.
Martin Marietta Energy Systems, Inc.
Readiness Assessment Implementation
Plan for the Resumption of Receipt,
Storage, and Shipment of Special
Nuclear Materials at the Oak Ridge Y- 12
Plant
Minutes of Central Safety, Health,
Environmental Affairs Committee, Oct.
11, 199510:30 AM -12:00 AM
Minutes of Criticality Incident Review
Meeting, Sept. 6, 1995, 3:00 PM
MMES Standard, Nuclear Criticality
Safety Program Elements, 2/13/93
Nuclear Criticality Safety Deficiency
Repofls
Nuclear Facility Operations Safety
Assessment Team Report Draft for Rocky
Flats Environmental Technology Site,
March 27, 1995
Occurrence Reporting and Processing
System (ORPS) printout of events from
91W94 through 1013/95
OJT Lesson Plan: Criticality Safety
Approvals (CSAS) for DSO
Organization Chatts for DSO dated
6/15/95.
0RO-MMES-Y12DEFPGM-1 994-0019
0RO-MMES-Y12DEFPGM-1 994-0020
ORO-MMES-Y12DEFPGM-1994-0021
ORO-MMES-Y12DEFPGM-1 994-0022
0RO-MMES-Y12DEPGM-1994-O022,
Conduct of Operations Conoems, lo-day
Report
ORO-MMES-Y12DPMGMT-1 995-0002
(OSR violation, 12 CSA violations)
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0RO-MMES-Y12NUCLEAR-1 995-0002
(CSA violation, 530-gailon drums stored
on 1 pallet)
0RO-MMES-Y12NUCLEAR-1995-OO03
(OSR violation, TSR not completed on
CAAS)
0RO-MMES-Y12NUCLEAR- 1995-OO04
(TSR on tire protection system not
completed)
0RO-MMES-Y12NUCLEAR-1 995-0008
(Unauthorized procedure change)
0RO-MMES-Y12NUCLEAR-1995-O01 1
(OSR violation, TSR on ventilation
system fire suppression not performed)
0RO-MMES-Y12NUCLEAR-1995-O020
(CAAS not audible in roof top fan
housing)
0RO-MMES-Y12SITE- 1994 -O022
(September 22, 1994 event description)
0RO-MMES-Y12S ITE-1994-0041
(September 22, 1994 event destiption
update)
OSR for 9204-2 and 9204-2E MAA, Y/TS-
1314, Rev. 1, Sept. 18, 1995
OSR-63
Pantex Conduot of Operations Review
Paradies, M., L. Unger and D. Busch,
Root Cause Tree Uset’s Manual, System
Improvements, Inc., Revision. 2, 1991
Performance Document Checklist (PDC)
for On-th~Job Training
Plant Criticality Safe@%mmittee, 1992
Annual Criticality Safety Review, Finding
2: Criticality safety signage is
inadequate.
Plant Criticality Safety Committee, 1993
Annual Review
Pre Fire Plan Package Building 9204-2E,
Rev. 4, 2/23/95
Pre Fire Plan Package Building 9204-4,
Rev. 1, 4/01/95
Pre Fire Plan Package Building 9206,
Rev. O, 9/30/92
Pre Fire Plan Package Building 9720-5,
Rev. 1, 9/28/95
Pre-Job Briefing Record: Processing
Waste Water using a Building 9212 High
Capacity Evaporator
Readiness Assessment For the Receipt,
Storage, and Shipment of Special
Nuclear Materials at the Oak Ridge Y-12
Site, Volume 11, 1995, USDOE,
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Washington, D.C., August 28 -
September 2, 1995
Readiness Assessment For the Receipt,
Storage, and Shipment of Special
Nuclear Materials at the Oak Ridge Y-12
Site, Volume 1, 1995, USDOE,
Washington, D.C., August 28 -
September 2, 1995
Readiness Assessments by IANL and
the Department of Energy (DOE) for
Resumption of TA-55 Operations
Required Reading for Building 9212
Required Reading for Building 9720-5
RSS LMES RA-Post Findings Status
Repofi, 10/17/95
RSS MSA Post Findings Status Repod,
10117195
Site Office Assessment Plan R.J.
Spence, June 28, 1995
Site Mce Facility Representative Interim
Qualifimtion Program Special Operations
Request to Process Waste Water
Solutions Using Building 9212 High-
Capacity Evaporator, Books 1 and 2,
1995, notebooks with attached training
requirements and records
Standing Order SO-91 10-95-02 to
Building 9110 Personnel from
Superintendent NCSD, in re:
Requirements and Standards for
Conducting Annual Operational Reviews
as per ANS1/ANS 8-1, dated July 11,
1995
The Initial Repod of Matiin Marietta
Energy Systems Evaluation of the Oak
Ridge National Laboratory, September
17-28, 1990
The Y-12 Plant Nuclear Criticality Safety
Program Description: G.R. Handley, S.D.
Lowe, S.G. Snow, R.G. Vomehm. April
22, 1992
Undocumented List provided by G. R.
Handley on 10/18/95, list gives an
analysis basis for equipment that is not
covered by CSAS
Y-12 Plant Nuclear Criticality Safety
Program Description
Y/AD-622, Type C Investigation of the Y-
12 Plant Criticality
Safety Infractions Event at Building 9204-
2E on September 22, 1994
Y/AD-623, Plan for Continuing and
Resuming Opemtions, October 1994
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Y/AD630, Lockheed Madin Energy
Systems, Inc. Readiness Assessment
Report for the Resumption of Receipt,
Stomge, and Shipment of Special
Nuclear Materials at the Oak Ridge Y- 12
Plant, August 7-18, 1995
Y/AD-631, LMES Readiness Assessment
Repod for the Resumption of Depleted
Umnium Opemtions and Support
Functions at the Oak Ridge Y-12 Plant
Y/D~395, Basii Nudaar Qitkslity Safety
Guidelines for Enriched Umnium
Recovery Areas at the Oak Ridge Y-12
Plant
Y/DD500, The Y-12 Plant Nuclear
Criticality Safety Progmm DasM”ption
Y/DD669, Nuclear Criticality Safety
Management Plan for 1995 Resumption
Y/DD-673, Management Plan for
Assessing Y-12 Plant Criticality Accident
Alarm System Covemge
Y/DD-675, Internal Technical Review
Board Charter
Y/DD-679, Preliminary Evaluation of the
Y-12 Nuclear Criticality Safety Program,
Criticality Safety Approvals, and
Operational Safety Requirements
Supporting Receipt, Stomge, and
Shipment of Special Nuclear Materials,
April 26, 1995
YIDD-699, Oak Ridge Y-12 Plant Nuclear
Criticality Safety Improvement Program
Improvement Action Plan
Y/DJ-35764, Evidence Package and
ESAMS Reviews for Resumption
Activities, 07/1 7195
Y/ENG/SAR-58, OSRS for Centrifugal
Contractors System, Building 9212,
November 1991
Y/ENG/sAR-71-osR
Y/ENG/SAR-71-OSR, Amendment to the
OSRS, 9212 Complex, for B- 1 and Cl
Wing Exhaust System
YIMA4296, Opemtions Safety
Requirements (OSRS) for the Y-12
Chemical Processing Systems Buildings
9212 and 9206, 4!27182
Y/NO-00002, Cwective Action Plan for
the Y-12 Nuclear Critkality Safety
Approvals, ●nd Opemtional Safety
Requirements Supporting Receipt,
Stomge, and Shipment of Special
Nuctear Materials, May 1995
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Y/NO-00008, Closure Repotl for the Y-12
Nuolear Criticality Safety Program,
Criticality Safety Approvals, and
Opemtional Safety Requirements
Supporting Reoeipt, Stomge, and
Shipment of Special Nuclear Materials,
August 1995
YINO-0007, Compensatory Measures
Related to CSA/OSR Implementation,
August 1995
YW65-9127, Administmtive Prooedure,
Independent Check Procedure for Areas
External to the Umnium Area, 9/11/95
YfiS-1 314, OSR Requirements
Procedures Matrix, 5124195
Y/TB-l 314, OSR Requirements
Procedures Matrix, OSR for 9204-2
9204-2E MAA, Revision 1, 9/18/95
Y/TS-1315, TSR for Tmnsport

to

to
and

and
Handling EO-SNM Vehicle Operations,
Rev. O, November 1991
Y/TS-1316, OSR for SNM Safeguarded
SSF Building9720-5, Revision 1, 9/18/95
Y/TS-l 316, OSR Requirements to
Procedures Matrix, 5/24/95
Y~S-1317, OSR Requirements to
Procedures Math, 5/20/95
Y~S-1 317, OSR Requirements to
procedures Matrix, OSR for 9204-4 SNM
Opemting and Stomge Area, Revision 1,
9/18/95
Y/TS-l318, OSR Requirements to
Procedures Matrix, OSR for 9215 MAA,
Revision 1, 9/18/95
Y/TS-59, OSRS for Enriched Umnium
Parts Manufacturing, Revision 1
Y/TS-852, OSRS for Recovery Furnace
Opemtions in Building 9206, March 1992
Y1O-1 02, Technical Procedure Process
Control, 7121195
Y1G170, Special Nuclear Material (SNM)
Vehiole Operations, Class 3 procedure,
6/21/95
Y20-NM-01-09-002, Special Nuclear
Material (SNM) Shipments and Receipts
(Internal Transfers), Class 3, 7/26/95
Y5&07-B2-027, Portable Fissile Vacuum
Systems Opemtions and Maintenance,
dated Oct. 7, 1992
Y50-53-5&O05, Testing of CMS, Rev
date Sept. 17, 1995
Y5G66-CS326, Nuclear CriticaMY Safety
ODemtional Review

Y50-6&CS327, Nuclear Criticality Safety
Incidents and Deficiencies
Y60-028, Y-12 SeH-Assessment Program
Y60-1 60, Corrective Action Program,
01/23/95
Y6&162, Root Cause Anatysis, 06/30/92
Y60-163, Quality Organization Quality
Assumnoe Prooedure, Validation and
Verification, 01/23/95
Y60-164, Quality Assumnce Procedure,
Lessons Learned
Y60-167, Inadent Investigation, 08/24/94
Y70-01-1 50, Geneml Nuolear Criticality
Safety Requirements, Management
Control Procedure, 3/15/95
Y70-1 50, Nuciear Criticality Safety
Program, 08/25/95
Y70-160, Criticality Safety Approval
System
Y70-37-19-071 , Geneml Nuclear
Criticality Safety Requirements,
Management Control Prooedure, 3/15/95
YSO-3.2, Deficiency Tmcking,
Comective Aotions, and Closure, Revision
1, 06/28/95
YSO-95-09, DOE Y-12 Site Offioe
Monthly Assessment Report
YSCABL4M, Rev. 6, Authorization Basis
List for the Y-12 Plant
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Y/NO-00008, Ctosure Report for the Y-12
Nuclear Criticality Safety Program,
Criticality Safety Approvals, and
Operational Safety Requirements
Supporting Receipt, Storage, and
Shipment of Special Nuclear Materials,
August 1995
Y/NO-0007, Compensatory Measures
Related to CWVOSR Implementation,
August 1995
Y/P65-9127, Administrative Procedure,
Independent Check Procedure for Areas
External to the Uranium Area, 9/11/95
Y/TS-l 314, OSR Requirements to
Procedures Matrix, 5124195
YfEl 314, OSR Requirements to
Procedures Matrix, OSR for 9204-2 and
9204-2E MAA, Revision 1,9118195
Y~S-1315, TSR for Trenspoti and
Handling EO-SNM Vehicle Operations,
Rev. O, November 1991
Y/TS-1316, OSR for SNM Safeguarded
SSF Building97205, Revision 1, 9/18/95
Y/TS-1316, OSR Requirements to
Procedures Matrix, 5/24/95
YfiS-1 317, OSR Requirements to
Procedures Matrix, 5/20/95
Y/TB-l 317, OSR Requirements to
Procedures Matrix, OSR for 9204-4 SNM
Operating and Storage Area, Revision 1,
9/18/95
Y/TS-l318, OSR Requirements to
Procedures Matrix, OSR for 9215 MAA,
Revision 1, 9/18/95
Y/TS-59, OSRS for Enriched Uranium
Parts Manufacturing, Revision 1
Y~S-852, OSRS for Recove~ Furnace
Opemtions in Building 9206, March 1992
Y1 O-102, Technical Procedure Process
Control, 7121195
Y1G170, Spedal Nuctear Material (SNM)
Vehicle Operations, Class 3 procedure,
6/21/95
Y20-NM-01-09-002, Special Nuclear
Material (SNM) Shipments and Receipts
(Internal Transfers), Class 3, 7/28/95
Y50-07-B2-027, Portable Fissile Vacuum
Systems Operations and Maintenance,
dated Oct. 7, 1992
Y50-53-5&O05, Testing of CAAS, Rev
date Sept. 17, 1995
Y5CW&CW26, Nuclear Crithlity Safety
Operational Review

●

●

●

●

●

●

●

●

●

●

●

●

●

●

Y506&CS-327, Nuclear Criticality Safety
Incidents and Deficiencies
Y60-028, Y-12 Self-Assessment Program
Y60-1 60, Corrective Action Program,
01/23195
Y6&162, Root Cause Analysis, 06/30/92
Y60-163, Quality Organization Quality
Assurance Procedure, Validation and
Verification, 01/23/95
Y60-164, Quality Assurance Procedure,
Lessons Learned
Y6&167, incident Investigation, 06/24/94
Y70-01-150, General Nuclear Criticality
Safety Requirements, Management
Control Procedure, 3/15/95
Y70-150, Nuclear Criticality Safety
Program, 08/25/95
Y70-160, Criticality Safety Approval
System
Y70-37-19-071 , General Nuclear
Criticality Safety Requirements,
Management Control Procedure, 3/15/95
YSO-3.2, Deficiency Tracking,
ComectiveActions, and Closure, Revision
1, 06/28/95
YSO-9$09, DOE Y-12 Site Office
Monthly Assessment Report
YSO-ABL4M, Rev. 6, Authorization Basis
List for the Y-12 Plant
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8.0 SELECTED ACRONYMS

ANL
ANS
ANSI
BIO
CAM
CFR
CIR
CONOPS
coo
CRT
Cs
CSA
Csc
CSE
DNFSB
DOE
DOE-HQ
DOT
DP ~
DSO
DWPF
EG&G
EH
EM
ESAMS
ESH
ESS
EU
EUO
HEPA
HS&E
HSEA
ICPP
ICSBEP
INEL
ITRB
IJ4NL
LCDR
LCO
LLNL
LMES
LMITCO
LOC
M&O
MAAs
NCS
NCSA
NCSD
NMSSS
NRC

Argonne National Laboratory
American NucJear Society
American National Standards Institute
Basis for Interim Operations
Cntioality Accident Alarm System
Code of Federal Regulations
Criticality Inoident Review
Conduct of Operations
Conduct of Operations
Container Restraint Transpofi
Criticality Safety
Criticality Safety Approval
Criticality Safety Committee
Criticality Safety Engineer
Defense NucJear Facilities Safety Board
Depadment of Energy
Depadment of Energy Headquarters
Department of Transportation
Office of Defense Programs
Disassembly and Storage Operations
Defense Waste Processing Facility
Edgerton Gennerschausen i3 Greer
Office of Environment, Safety and Health
Office of Environmental Management
Energy System Action Management System
Environment Safety and Health
Energy Systems Standard
Enriched Uranium
Enriched Uranium Operations
High Efficiency Particulate Air
Health, Safety and Environment
Health Safety Environment and Accountability
Idaho Chemical Processing Plant
International Criticality Safety Benchmark Evaluation Project
Idaho National Engineering Laboratory
internal Technioal Review Board
Los Alamos National Laboratory
Lieutenant Commander
Limiting Condition of Opemtion
Lawrence Livermore National Laborato~
Lookheed Martin Energy Systems
Lookheed Martin Idaho Technology Company
Limiting Opemting Condition
Management and Opemtions
Material Access Areas
Nuclear Criticality Safety
Nuclear Criticality Safety Analysis
Nuclear Cdtioality Safety Department
Nuciear Materials Safeguarded Shipping and Storage
Nuclear Regulatory Commission
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OJT .
OR
ORO
ORPS
ORR
OSR
PNL
POD
PRA
PRMP
Pss
QFSD
RA
RADCON
RCA
RSS
SA
SAIC
SAR
Sls
SMS
SNL
SNM
SR
SRS
SST
STA
TSR
USF
USQ
USQD
WHC
WSRC
Y-12
Yso

On the Job Training
Oak Ridge Operations Office
Oak Ridge Operations
Occurrence Reporting and Processing System
Operational Readiness Review
Operational Safety Requirements
Pacific Notthwest Laboratory
Plan of the Day
Probabilistic Risk Assessment
Plutonium Residue Modification Project
Plant Shift Superintendent
Quality Facility Safety Department
Readiness Assessment
Radiation Control
Root Cause Analysis
Receipt Shipment and Storage
Safety Analysis
Science Applications International Corporation
Safety Analysis Report
Special Isotope Separation
Systematic Management Systems
Sandia National Laboratory
Special Nuclear Material
Surveillance Repoil
Savannah River Site
Safe Secure Transpod
Shift Technical Advisor
Technical Safety Requirement
Uranium Solidification Facility
Unreviewed Safetv Question
Unreviewed Safety Question Determination
Westinghouse Hanford Company
Westinghouse Savannah River Company
Oak Ridge Y-1 2 Plant
Y-12 Site Office
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OJT .
OR
ORO
ORPS
ORR
OSR
PNL
POD
PRA
PRMP
Pss
QFSD
RA
RADCON
RCA
RSS
SA
SAIC
SAR
Sls
SMS
SNL
SNM
SR
SRS
SST
STA
TSR
USF
USQ
USQD
WHC
WSRC
Y-12
Yso

On the Job Training
Oak Ridge Operations Office
Oak Ridge Operations
Occurrence Repoding and Processing System
Operational Readiness Review
Operational Safety Requirements
Pacific Northwest Laboratory
Plan of the Day
Probabilistic Risk Assessment
Plutonium Residue Modification Project
Plant Shift Superintendent
Quality Facility Safety Depadment
Readiness Assessment
Radiation Control
Root Cause Analysis
Receipt Shipment and Storage
Safety Analysis
Science Applications International Corporation
Safety Analysis Report
Special Isotope Separation
Systematic Management Systems
Sandia National Laboratory
Special Nuclear Material
Sumeiilanca Report
Savannah River Site
Safe Secure Transport
Shift Technical Advisor
Technical Safety Requirement
Uranium Solidification Facility
Unreviewed SafeW Question
Unreviewed Safety Question Determination
Westinghouse Hanford Company
Westinghouse Savannah River Company
Oak Ridge Y-12 Plant
Y-12 Site Oftice
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TEAM LEADERS

MILTON HAAS - EH 34

Mr. Haas is a chemical engineer who began his career in 1960 as a Ieadman with the Coors
Porcelain Company where enriched urania-betylia fuel elements were fabricated for the TOW II-C
reactor, a part of Project Pluto. In addition to his operations responsibilities, he was designated
as a nuclear criticality safety inspector. He subsequently joined the Chemical Engineering
Division at Argonne National Laboratow and performed bench scale development in suppoti of
the fluidized-bed fluoride volatility reprocessing of reactor fuels. This work was performed with
plutonium, uranium, and “mock” fission products. In 1973 Mr. Haas transferred to the EBR-11
Project at Argonne West where initially he was special Projects Engineer for the restad of the
Argonne Fuel Fabrication Line. Later, he led the driver fuel assembly group. At Los Alamos he
patiicipated in the shutdown of plutonium operations at DP West and the startup of aqueous
plutonium/americium recovery operations and R&D at TA-55. Mr. Haas ultimately became the
group leader of MST-12 (Nuclear Materials Process Technology), responsible for all aqueous
plutomum processing at TA-55 and the Enriched Uranium Recove~ Operations remaining at 0P
West. Concurrent to this assignment, Mr. Haas served on the Los Alamos Nuclear Criticality
Safety Committee. In 1985 he moved to the Rockwell Hanford Operations (later Westinghouse
Hanford Co.) and served in various capacities. These included management of three analytical
laboratories in the 200 Area. Then at the Plutonium Finishing Plant, he served as Engineering
Manager and later as the Deputy Plant Manager. Mr. Haas also sewed on the Safety and
Environmental Adviso~ Council to the President of Westinghouse Hanford Company. Prior to
joining the Depafiment of Energy, EH-34, Mr. Haas was detailed to the Office of Facility
Transition and Management, EM-60 at DOE Headquaders during 1993-1994, dedicated
principally to the EM interests at Rocky Flats, and he sewed in the core group of the Plutonium
Vulnerability Assessment as Deputy Team Leader for the Sandia and Argonne West
assessments. He later co-authored the Plutonium Vulnerability Management Plan.

JON M. MACI.AREN - DP 24

LCDR MacLaren received a B.S. in Mechanical Engineering from the University of Texas and is
pursuing an M.S. in Engineering Management. He has over 12 years of naval nuclear
engineering and operations experience in positions concerning Reactor Controls, Chemical and
Radiological Controls and plant operations. Additionally, he has been involved in an extensive
shipyard submarine overhaul and a 14 month shipyard submarine depot modernization and is
cetiified as a chief nuclear engineer by Naval Reactors. Since being assigned to DP-24 his
primary responsibilities have concerned Order Compliance, Standards and Requirements and
Quality Evaluation.
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TEAM LEADERS

MILTON HAAS - EH 34

Mr. Haas is a chemical engineer who began his career in 1960 as a Ieadman with the Coors
Porcelain Company where enriched uranla-be~lia fuel elements were fabricated for the Tow II-C
reactor. a pan of Project Pluto. [n addition to his operations responsibilities, he was designated
as a nuclear criticality safety inspector. He subsequently joined the Chemical Engineering
Division at Argonne National Laboratory and performed bench scale development in support of
the fluidized-bed fluoride volatility reprocessing of reactor fuels. This work was performed with
plutonium, uranium, and “mock fission products. In 1973 Mr. Haas transfemed to the EBR-11
Project at Argonne West where initially he was special Projects Engineer for the restati of the
Argonne Fuel Fabrication Line. Later, he led the ariver fuel assembly group. At LosAlamos he
participated in the shutdown of plutonium operations at DP West and the Staftup of aqueous
plutonium/americium recove~ operations and R&D at TA-55. Mr. Haas ultimately became the
grouo leader of MST-12 (Nuclear Materials Process Technology), responsible for all aqueous
plutonmm processing at TA-55 and the Enriched Uranium Recove~ Operations remaming at i3P
West. Concurrent to this assignment, Mr. Haas sewed on the Los Alamos Nuclear Criticality “
Safety Committee. In 1985 he moved to the Rockwell Hanford Operations (later Westinghouse
Hanford Co.) and sewed in various capacities. These included management of three analytical
laboratories in the 200 Area. Then at the Plutonium Finishing Plant, he setved as Engineering
Manager and later as the Deputy Plant Manager. Mr. Haas also served on the Safety and
Environmental Advisory Council to the President of Westinghouse Hanford Company. Prior to
joining the Depadment of Energy, EH-34, Mr. Haas was detailed to the Office of Facility
Transition and Management, EM-60 at DOE Headquafiers during d993-1994, dedicated
principally to the EM interests atRocky Flats, and he sewed in the core group of the Plutonium
Vulnerability Assessment as Deputy Team Leader for the Sandia and Argonne West
assessments. He later co-authored the Plutonium Vulnerability Management Plan.

JON M, MACIAREN - OP 24

LCDR MacLaren received a B.S. in Mechanical Engineering from the University of Texas and is
pursuing an M.S. in Engineering Management. He has over 12 years of naval nuclear
engineering and operations experience in positions concerning Reactor Controls, Chemical and
Radiological Controls and plant operations. Additionally, he has been involved in an extensive
shipyard submarine overhaul and a 14 month shipyard submarine depot modernization and is
certified as a chief nuclear engineer by Naval Reactors. Since being assigned to DP-24 his
prima~ responsibilities have concerned Order Compliance, Standards and Requirements and
Quality Evaluation.
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ASSESSMENT TEAM MEMBERS

.

ROGER BREWER

Mr. Brewer is a criticality safety engineer at Los Alamos National Laboratory (lANL). He holds a

B.S. and M.S. in Nuclear Engineet;ng. He has over 10 years experience in the nuclear indust~.
He began his career with the U.S. Navy on nuclear submarines. He has worked in the
commercial nuclear power indust~ with the Tennessee Valley Authority and South Carolina
Eiectric and Gas. More recently, he has patiicipated in the Plutonium Vulnerability Assessment
at the Savannah River Site. He is currently involved in the International Criticality Safety
Benchmark Evaluation Project. He provides criticality safety guidance for nuclear material
operations at IANL.

DENELLE E. FRIAR

Ms. Friar is a criticality safety specialist at Westinghouse Hanford Company (WHC). She has
over 20 years experience in nuclear criticality safety. She has written criticality safety technical
analyses and implementing documents for operations, conducted facility appraisals, and
developed criticality safety programs and associated documentation. She has trained thousands
of employees in criticality safety, including management, operations staff, crafts people, and
administrative support personnel. She was acting manager of the WHC criticality engineering
analysis group for over a year. Ms. Friar has been a member @fthe Executive Board of the
Nuclear Criticality Safety Division of the American Nuclear Society, and a member of the writing
group for ANS 8.20, the standard for criticality safety training. She has served on two
assessment teams for DOE-HQ. Her current assignment is to assist the Rocky Flats site in
developing a criticality safety program manual. Ms. Friar holds a BS in physics and a masters in
business administration.

DAVID P. HEINRICHS

Mr. Heinrichs is a physicist, nuclear engineer, and criticality safety specialist in the Hazardous
Control Depatiment of the Lawrence Livermore National Laborato~ (LLNL). Mr. Heinnchs
petiorms nuclear criticality safety evaluations in support of fissile material operations at nine on-
site nuclear facilities and three off-site operations at nuclear explosive facilities. His prima~
duties presently include the criticality safety of LLNL nuclear weapons, devices and components
and liaison to the DOE Complex and DNA/milita~. Mr. Heinrichs is a member of the Weapons
Criticality Committee, Nuclear Emergency Search Team and Accident Response Group. Mr.
Heinrichs has over thirteen years of experience in the nuclear safety field with four and one-half
years in his present position. Prior to joining LLNL, Mr. Heinnchs was a Senior Principal
Criticality Safety Engineer at the Rocky Flats Plant and a Reactor Physicist fcr Middle South
Utilities/Systems Sewices and Yankee Atomic Electric Company. Mr. Heinrichs holds a B.S. in
physics and applied mathematics and an M.S.E. in nuclear engineering.

WILLIAM M. HOGLE

Mr. Hogle has over 20 years experience providing support in engineering, operations,
maintenance, radioactive waste management, safety analysis, and management oversight for
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ASSESSMENT SUB-TEAM LEADERS

THOMAS A. REILLY

Mr. Reilly has 24 years of experience in the processes for the recovew of plutonium and uranium
as implemented at the separation plants at the Savannah River Site. For the Past 17 years Mr.
Reilly has had both technical and managerial assignments concentrated on the nuclear criticality
safety aspects of these operations. Mr. Reilly earned a Master of Chemixl Engineering from the
University of Delaware. Mr. Reilly is knowledgeable in the application of the DOE Orders and
Standards and national consensus standards that are pefiinent to nuclear criticality safety.

ALAN K. WILLIAMS

Mr. Williams has 43 years experience in design, development, operation, and management of
chemical processes for the recove~ of nuclear materials such as uranium, plutonium and
americium. He is currently a consultant supporting DOE-HQ in conducting technical reviews. He
has been a member of the ORR teams for B-559 staftup and B-707 thermal stabilization at
Rocky Flats, cold chemical runs for the Defense Waste Processing Facility and FB-Line at SRS,
and restati of the Hanford 242-A Evaporator. He was a contributor to the DOE-DP study and
criteria for interim storage of plutonium metal and oxide, a member of the working group for the
ES&H Plutonium Vulnerability Study and Deputy Team Leader for the SRS assessment, is
chairman of the EM-64 Surplus Materials Peer Panel, co-chair of the EM-60 Research
Committee for response to DNFSB Recommendation 94-1, and member of the Technical Review
Group for review of SARS for DWPF and West Valley Demonstration Project. Prior to joining
SAIC, he was employed by Bechtel National as a project engineer and project manager on the
S1S and PRMP projects, with Allied-General Nuclear Sewices where he was Vice President of
Operations and Technical, and the Dow Chemical Co. at Rocky Flats Plant where he had
increasingly responsible positions in process tievelopment, production support, and chemical
operations for plutonium, americium and high enriched uranium.

A-3



Task 2 Assessment
Oak Ridge Y-12 FacMv - DNFSB 94-4

ASSESSMENT TEAM MEMBERS

ROGER BREWER

Mr. Brewer is a criticality safety engineer at Los Alamos National Laboratow (tANL). He holds a
B.S. and M.S. in Nuclear Engineenng. He has over 10 years experience in the nuclear indust~.
He began his career With the U.S. Navy on nuclear submarines. He has worked in the
commercial nuclear power industty with the Tennessee Valley Authority and South Carolina
Eiectric and Gas. More recently, he has participated in the Plutonium Vulnerability Assessment
at the Savannah River Site. He is currently involved in the International Criticality Safety
Benchmark Evaluation
operations at tANL.

DENELLE E. FRIAR

Ms. Friar is a criticality

Project. He provides criticality safety guidance for nuclear material

safety specialist at Westinghouse Hanford Company (WHC). She has ‘
over 20 years experience in nuclear criticality safety. She has written criticality safety technical
analyses afid implementing documents for operations, conducted facility appraisals, and
developed criticality safety programs and associated documentation. She has trained thousands
of employees in criticality safety, including management, operations staff, crafts people, and
administrative support personnel. She was acting manager of the WHC criticality engineering
analysis group for over a year. Ms. Friar has been a member of the Executive Board of the
Nuclear Criticality Safety Division of the American Nuclear Society, and a member of the writing
group for ANS 8.20, the standard for criticality safety training. She has served on two
assessment teams for DOE-HQ. Her current assignment is to assist the Rocky Flats site in
developing a criticality safety program manual. Ms. Friar holds a 8S in physics and a masters in
business administration.

DAVID P. HEINRICHS

Mr. Heinrichs is a physicist, nuclear engineer, and criticality safety specialist in the Hazardous
Control Department of the Lawrence Livermore National Laboratory (LLNL). Mr. Heinrichs
performs nuclear criticality safety evaluations in suppofl of fissile material operations at nine on- .
site nuclear facilities and three off-site operations at nuclear explosive facilities. His primary
duties presently include the criticality safety of LLNL nuclear weapons, devices and components
and liaison to the DOE Complex and DNA/militafy, Mr. Heinrichs is a member of the Weapons
Criticality Committee, Nuclear Emergency Search Team and Accident Response Group. Mr.
Heinrichs has over thirteen years of experience in the nuclear safety field with four and one-half
years in his present position. Prior to joining LLNL, Mr. Heinrichs was a Senior Principal
Criticality Safety Engineer at the Rocky Flats Plant and a Reactor Physicist fcr Middle South
Utilities/Systems Services and Yankee Atomic E!ectnc Company. Mr. Heinrichs holds a B.S. in
physics and applied mathematics and an M.S.E. in nuclear engineering.

WILLIAM M. HOGLE

Mr. Hogle has over 20 years experience providing support in engineering, operations,
maintenance, radioactive waste management, safety analysis, and management oversight for
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commercial nuclear power facilities and the Depanment of Energy. He is currently assigned as a
principal consultant on various projects for the EH Office of Engineering Assistance and Site
Interface and the EM OftIce of Safety and Health. Mr. Hogle has served on severai assessment
teams for DOE-HQ including HB Line, FB Line and F-Canyon at SRS, the Y-12 Plant at Oak
Ridge, and the Portsmouth Gaseous Diffusion Plant. During these assessments, he was
responsible for the areas of safety analysis, fire protection, maintenance and operations,
configuration management, and engineering. He was a member of the ES&H Vulnerability
Assessment Plutonium Working Group and the Savannah River Site Working Group Assessment
Team. As part of the EM Worker Safety Improvement Program task team, Mr. Hogle worked
with senior management at the Hanford, Idaho National Engineering Laboratow, Femald, and
Rocky Flats sites to improve workplace safety and health. He has authored several white papers
for the Environmental Management Adviso~ Board on worker safety pefiorrnance measures and
has developed a worker safety indexing system for senior EM management. In addition, Mr.
Hogle has participated in performance-based assessments for several commercial utilities and
the Institute of Nuclear Power Operations. Prior to his work with DOE, Mr. Hogle was the
Technical Support Systems
Nuclear faciiity, He holds a
administration.

DOUGUS A. OUTLAW

Engineering Manager for Carolina Power & Light’s-Bmnswick
B.S. in Materials Science Engineering and a masters in business

Mr. Outlaw is a PhD nuclear physicist with a broad safety-related background that includes
university teaching, experimental nuclear physics research at a DOE accelerator laboratory and
over 17 years of experience in safety analysis and assessment of non-reactor nuclear programs
and activities for DOE, NRC, and NASA. Most recently, his efforts have included assisting DOE
headquafiers in development of nuclear safety guidance, review of specific nuclear safety
concerns at DOE facilities, and serving as a nuclear facility safety exped to DOE for Technical
Safety Appraisals and Operational Readiness Reviews of DOE facilities. nther recent related
activities have included criticality safety evaluations, probabilistic risk assessments, hazards
evaluations, accident consequence modeling, and the preparation of accident analysis podions
of safety analysis repods, environmental assessments, and environmental impact statements for
DOE, NASA, and others. He is currently serving as a Senior Program Manager and Senior
Scientist at SAIC. Dr. Outlaw senfed as a technical expert in the areas of safety analysis,
criticality safety, engineering support, and other safety-related areas for facility reviews of DOE
Defense Programs facilities. Between 1991 and 1993, Dr. Outlaw sewed as a technical expert in
eight DOE-HCUDP-67 sponsored Technical Safety Appraisals of DOE major facilities, including
Mound Laboratories, Lawrence Livermore National Laboratories, the Pantex Plant, the Nevada
Test Site, and the Kansas City Plant. Since 1993, Dr. Outlaw has sewed on Operational
Readiness Reviews for Zone 4 at Pantex and F-Canyon at the Savannah River Site. Among the
areas Dr. Outlaw in which had the lead were safety analysis, criticality safety, emergency
preparedness, and engineering support.

LOUIS F. RESTREPO

Mr. Restrepo has extensive experience and knowledge in implementing Code of Federal
Regulations (1OCFR), DOE Orders, Regulatory Guides, ANSI standards, and other industry
standards in all areas of safety analysis, probabilistic risk assessment (PRA), and design of DOE
nuclear facilities. He managed, contributed, and wrote close to two dozen safety analysis
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documents (SARS, SAS, OSRS, Tech. Specs, TSRS); prepared severai other safety analysis
documentation like USQS, ORRS; participated in DOE investigations and audits; and he has also
developed guides on the implementation of DOE Orders including formaticontent guides to v.’- ‘
safety analysis documentation. He also has experience as a graduate and undergraduate
instructor in engineering physics and PRA. He is currently in charge of implementing and
developing methods in PRA and preparing safew analysis documentation for various Sana:-
facilities. He has served as a consultant to the nuclear power industry, DOE facilities, and DOE
in all phases of safety analysis and PRA activities, including training. He was the lead engineer
at Rocky Flats, where he supewised and coordinated the technical work of the Safety Analysis
organization, also developed and implemented state-of-the-art methods and calculations in PRA;
he was a co-author and author of all the safety analysis documentation (SARS, SAS) and
Operational Safety Requirements (OSRS) for their nuclear facilities respectively; and developed
the guidelines for the design of high-hazard nuclear facilities. Mr. Restrepo is also familiar with
over two dozen computer codes and tools to suppofl PRA and safety analysis activities, he has
over 40 publications and papers in these areas. Mr. Restrepo has a 6S in mathematics/physics
from Montclair State, a MS in nuclear engineering from Cornell University, a MS in health physics
from Georgia Institute of Technology and is currently completing his dissedation for a Ph.D. in
nuclear engineering at the University of New Mexico.

MICHAEL R SHARPSTEN

Dr. Sharpsten is a senior technical staff member in the safety analysis unit suppotiing Lockheed
Madin Idaho Technologies operations associated with nuclear fuel dispositioning at the Idaho
Chemical Processing Plant (ICPP) at the Idaho National Engineering Laborato~ (lNEL). He has
received a B.A. in chemist~ from the State University of New York at Plattsburgh, NY and a
Ph.D. in chemistry from Montana State University at Bozeman, MT. Dr. Sharpsterl started work
at the ICPP in 1985 as a process chemist in the operations support section of the technical
department. Primary responsibilities included flowsheet development and suppofi for counter-
current solvent t;?raction reprocessing operations utilizing successive purification cycles based
upon tributylphosphate in n-dodecane and methylisobutyl ketone. Contributing work applied to
head-end nuclear fuel dissolution flowsheets, uranium salvage processing, product denigration
operations, and treatmentistorage of high level wastes. Current work includes suppoti to the
generation of safety basis documents enveloping operations for nuclear fuel storage and high
level waste treatmentistorage. Major effofis being worked to transition the existing ICPP basis
documents to currently required TSR DOE 5480.22 and SAR DOE 5480.23 formats. Dr.
Sharpsten has participated in a number of safety assessment and vulnerability reviews and has
been a member of the ICPP Radiation, Environment, Safety Committee since 1991. Contributing
work has been provided to the Hanford Tank Waste Disposal Redefinition Peer Review (1991 ),
the ICPP Tomsk-7 Lessons Learned Self Assessment Team (1993), and the ICPP dry product
storage facility Operational Readiness Review (1995).

J. TODD TAYLOR

Mr. Taylor is the manager of the criticality safety group at the Idaho National Engineering
Laboratory (lNEL). Prior to his current position, Mr. Taytor was the Technical Group Leader for
the criticality safety group at the Idaho Chemical Processing Plant (ICPP). Mr. Taylor has over
13 years of tilcality safety experience, primarily with nuctear fuel processing and storage at the
ICPP. Mr. Taylor was a member of the HS&E transition team for the Rocky flats Plant and has
been involved with evaluations/pmjeots at Femald and LLNL.
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documents (SARS, S/+S, OSRS, Tech. Specs, TSRS); prepared several other safety analysis
documentation like LJSQS, ORRS; participated in DOE investigations and audits; and he has also
developed guides on the implementation of DOE Orders including format/content guides to W’ ~
safety analysis documentation. He also has experience as a graduate and undergraduate
instructor in engineering physics and PRA. He is currently in charge of implementing and
developing methods in PRA and preparing safew analysis documentation for various Sana;-
facilities. He has served as a consultant to the nuclear power industry, DOE facilities, and DOE
in all phases of safety analysis and PRA activities, including training. He was the lead engineer
at Rocky Flats, where he supewised and coordinated the technical work of the Safety Analysis
organization, also developed and implemented state-of-the-art methods and calculations in PRA;
he was a co-author and author of all the safety analysis documentation (SARS, SAS) and
Operational Safety Requirements (OSRS) for their nuclear facilities respectively; and developed
the guidelines for the design of high-hazard nuclear facilities, Mr. Restrepo is also familiar with
over two dozen computer codes and tools to support PRA and safety analysis activities, he has
over 40 publications and papers in these areas. Mr. Restrepo has a 6S in mathematics/physics
from Montclair State, a MS in nuclear engineering from Cornell University, a MS in health physics
from Georgia Institute of Technology and is currently completing his disseflation for a Ph.D. in
nuclear engineering at the University of New Mexico.

MICHAEL R SHARPSTEN

Dr. Sharpsten is a senior technical staff member in the safety analysis unit suppofling Lockheed
Martin Idaho Technologies operations associated with nuclear fuel dispositioning at the Idaho
Chemical Processing Plant (ICPP) at the Idaho National Engineering Laboratory (lNEL). He has
received a B.A. in chemist~ from the State University of New York at Plattsburgh, NY and a
Ph.D. in chemist~ from Montana State University at Bozeman, MT. Dr. Sharpsterl started work
at the ICPP in 1985 as a process chemist in the operations support section of the technical
depafiment. Prima~ responsibilities included flowsheet development and support for counter-
current solvent t;?raction reprocessing operations utilizing succ+sive purification cycles based
upon tributyiphosphate in n-dodecane and methylisobutyl ketone. Contributing work applied to
head-end nuclear fuel dissolution flowsheets, uranium salvage processing, product denitratlon
operations, and treatmenUstorage of high level wastes. Current work includes suppofl to the
generation of safety basis documents enveloping operations for nuclear fuel storage and high
level waste treatmentistorage. Major effofis being worked to transition the existing ICPP basis
documents to cumently required TSR DOE 5480.22 and SAR DOE 5480.23 formats. Dr.
Sharpsten has participated in a number of safety assessment and vulnerability reviews and has
been a member of the ICPP Radiation, Environment, Safety Committee since 1991. Contributing
work has been provided to the Hanford Tank Waste Disposal Redefinition Peer Review ( 1991),
the ICPP Tomsk-7 Lessons Learned Self Assessment Team (1993), and the ICPP d~ product
storage facility Operational Readiness Review (1995).

J. TODD TAYLOR

Mr. Taylor is the manager of the criticality safety group at the Idaho National Engineering
Laborato~ (lNEL). Prior to his current position, Mr. Taylor was the Technical Group Leader for
the criticality safety group at the idaho Chemical Processing Plant (ICPP). Mr. Taylor has over
13 years of cdicality safety experience, primarily with nuclear fuel processing and storage at the
ICPP. Mr. Taylor was a member of the HS&E transition team for the Rocky Flats Plant and has
been involved with evaluations/projects at Femald and LLNL.
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DOUGMS K. VOGT

Mr. Vogt is a nuclear engineer with over 20 years experience in performing engineering analysis,
safety analysis, and management oversight of commercial and government nuclear facilities. He
has reviewed and analyzed activities at commercial nuclear fuel cycle facilities, nuclear power
plants, and waste management facilities. He has experience with DOE research and production
facilities. He has led or participated in safety analyses for numerous DOE facilities at Rocky
Flats, LLNL and LANL. Mr. Vogt holds a Bachelor of Engineering Science and a Master of
Science in Nuclear engineering, both from the Georgia Institute of Technology. Safety Analyses
have inciuded probabilistic risk assessments (PRA) for nuclear criticality accidents and the
establishment of OSRS to prevent accidental nuclear criticality. He has assisted LLNL in
developing and implementing an independent Conduct of Operations program.
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MICHAEL J. CROUSE

Mr. Crouse has three years of experience in nuclear criticality safety as it relates to the
separation processes at the Savannah River Site. Recently, Mr. Crouse was involved in
performing the criticality safety analysis in support of the SRS Solidification Facility Project (USF).
The SRS USF is modeled on a similar facility as the Oak Ridge Y-12 plant. Mr. Crouse earned a
Master of Nuclear Engineering degree from the University of Tennessee. Mr. Crouse has
experience in the conduct of facility compliance assessments for site specific and DOE Order
requirements.

DENNIS GALVIN

Mr. Galvin is a general engineer with the Office of Engineering and Operations Support for
Defense Programs. He joined the Department of Energy as a technical intern in 1991. As an
intern for two and one-half years, he assisted on several engineering assessments, including
assisting facility representatives at Rocky Flats for five months and assisting the resident
inspectors at the Susquehanna Steam Electric Station for nine months. For the past one and
one-half years, he has provided criticality safety suppofl to Defense Programs. Mr. Galvin has a
BS in nuclear engineering from Penn State University.

BARBARA K. KNEECE

Ms. Kneece has over 20 years of experience in administrative management and supped to
various elements of public and private enterprises, She currently is assigned as a project analyst
for the Office of Engineering .%sistance and S;:s Interface (EH-34). Ms. Kneece has performed
as the administrative support coordinator for numerous assessments for EH including Rocky
Flats Building 707, Building 559, and Supercompaction and Repackaging facilities; Savannah
River Site HB-Line, FB-Line, and Replacement Tritium facilities; Princeton Plasma Physics
Laboratory Tokamak Fusion Test Reactor; Portsmouth Gaseous Diffusion Plant; the DOE
Complex Spent Fuel Initiative; and the Plutonium Vulnerability Assessment. As administrative
coordinator and office manager for Argonne National Laborato~, she established a satellite oftlce
for the DOE New Production Reactor program in Aiken, S.C.

SAMUEL ROSENBLOOM

Mr. Rosenbloom earned the degrees of Bachelor of Science in Biophysics and Master of Science
in Nuclear Engineering from the University of Maqdand. He has extensive training in electrical
instrumentation. Mr. Rosenbloom completed an internship for his degree in Biophysics at the
University of Maryland Medical School Teaching Facility. He has managed instmmentation and
sensor development programs. Mr. Rosenbloom served the Defense Nuclear Agency as the
principal point-of-contact during extremely controversial environmental litigation against the U.S.
Government concerning alleged adverse environmental impact of Depatiment of Defense
facilities in Virginia and New Mexico. Mr. Rosenbloom has an academic knowledge of contracts
and contract law. He is the author of DOE 5480.24,
extensive knowledge of DOE policy development.

Nuclear Critics/@ Safety, and he has
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of experience in nuclear criticality safety as it reiates to the
separation processes ‘at the Savannah River Site. Recently, Mr. Crouse was involved in
performing the criticality safety analysis in suppofi of the SRS Solidification Facility Project (USF).
The SRS USF is modeled on a similar facility as the Oak Ridge Y-12 plant. Mr. Crouse earned a
Master of Nuclear Engineering degree from the University of Tennessee. Mr. Crouse has
experience in the conduct of facility compliance assessments for site specific and DOE Order
requirements.

DENNIS GAt_VIN

Mr. Galvin is a general engineer with the Office of Engineering and Operations Support for
Defense Programs. He joined the Depafiment of Energy as a technical intern in 1991. As an
intern for two and one-half years, he assisted on several engineering assessments, including
assisting facility representatives at Rocky Flats for five months and assisting the resident
inspectors at the Susquehanna Steam Electric Station for nine months. For the past one and
one-half years, he has provided criticality safety suppofl to Defense Programs. Mr. Galvin has a
BS in nuclear engineering from Penn State University.

BARBARA K. KNEECE

Ms. Kneece has over 20 years of experience in administrative management and supporl to
various elements of public and private enterprises. She cu~ently is assigned as a project analyst
for the Office of Engineering .’!ssistance and S;:s Interface (EH-34). Ms. Kneece has performed
as the administrative support coordinator for numerous assessments for EH including Rocky
Flats Building 707, Building 559, and Supercompaction and Repackaging facilities: Savannah
River Site HB-Line, FB-Line, and Replacement Tritium facilities; Princeton Plasma Physics
Laboratory Tokamak Fusion Test Reactor; Podsmouth Gaseous Diffusion Plant; the DOE
Complex Spent Fuel Initiative; and the Plutomum Vulnerability Assessment. As administrative
coordinator and office manager for Argonne National Laborato~, she established a satellite office
for the DOE New Production-Reactor program In Aiken, S.C.

SAMUEL ROSENBLOOM

Mr. Rosenbloom earned the
in Nuclear Engineering from

degrees of Bachelor of Science in Biophysics
the University of Matyland. He has extensive

and Master of Science
training in electrical

instrumentation. Mr. Rosenbloom completed an internship for his degree in Biophysics at the
University of Maryland Medical School Teaching Facility. He has managed instkrnentation and
sensor development programs. Mr. Rosenbloom sewed the Defense Nuclear Agency as the
pnncipai point-of-contact during extremely controversial environmental litigation against the U.S.
Government concerning alleged adverse environmental impact of Department of Defense
facilities in Virginia and New Mexico. Mr. Rosenbloom has an academic knowledge of contracts
and contract law. He is the author of DOE 5480.24, PJuc/ear Ctitica/@ Safefy, and he has
extensive knowiedge of DOE policy development.

A-8



Task 2 Assessment
Oak Ridge Y-12 FaciliW - DNFSB 94-4

APPENDIX B

ASSESSMENT FORM 2

B-1



Ion of Site Comm~

The Contractor/DOE responses have been included in the revised Form Zs and any additions have
beendemarcated asarediine. The Task2team leaders have accepted theresuonses w1ththe
following exceptions.

Exception 1 The suggestion to combine cetiain findings was not accepted in the interest 01
maintaining the integrity of each team member’s perspective.

Exception 2 The Task 2 team leaders have chosen to maintain Finding 16 as titten. The basis
is that although a Class 2 procedure had been approved on October 12, 1995 for
the unloading of the Blue Goose, the procedure was not at the job site, nor was its
existence known to the personnel conducting the evolution. The evolution was
conducted using a canceled and superseded procedure. (Reference memorandum
!lom M. Haas/J. MacLauren to R.J, Spence dated November 28, 1995)

Copies of the original signed Form 2’s are available on request.
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The Contractor/DOE responses have been included in the revised Form 2S and anv additions have
been demarcated as a redline. The Task 2 team leaders have accepted the resDonses with the
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Exception 1 The suggestion to combine cenain findings was not accepted in the interest oi

maintaining the integrity of each team member’s perspective,

Exception 2 The Task 2 team leaders have chosen to maintain Finding 16 as written. The basis

is that although a Class 2 procedure had been approved on October 12, 1995 for
the unloading of the Blue Goose, the procedure was not at the job site, nor was its
existence known to the personnel conducting the evolution. The evolution was
conducted using a canceled and superseded procedure. (Reference memorandum
from M. Haas/J. MacLauren to R.J. Spence dated November 28, 1995)
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